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MEETING

27 May 2020 09:00
PUBLISHED
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Agenda
Location

Date

Video Conference Call

27/05/20

1. Opening and Apologies for Absence (Verbal)

Owner

Time

09:00

Graham Sims

1.1. Janet Lippett
2. Minutes of 25 March 2020 and Outstanding Actions Schedule
and Declarations of Interest

Graham Sims

3. COVID-19

09:00

09:05

3.1. COVID-19 Update (Verbal)

Dom Hardy

3.2. COVID-19 Individual Risk Assessment

Don Fairley

3.3. Corporate Risk Register

Caroline Ainslie

Executive Team Performance Update
4. Integrated Performance Report

Dom Hardy

09:30

5. Infection Prevention & Control Board Assurance Framework
Gap Analysis

Caroline Ainslie

09:40

6. NHS Improvement Self Certification Statements 2019/20

Caroline Lynch
/ Nicky Lloyd

09:50

Continued on the next page...
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Agenda
Location

Date

Video Conference Call

27/05/20

Owner

09:00

7. Minutes of Board Committee Meetings and Board Committee
Updates:

09:55

7.1. Finance & Investment Committee: 19 March 2020, 7 April
2020, 23 April 2020 & 21 May 2020 (Verbal) Annual
Effectiveness Review and Terms of Reference

Sue Hunt

7.2. Audit & Risk Committee: 6 May 2020, Annual Effectiveness
Review and Terms of Reference

John Petitt

7.3. Workforce Committee 13 May 2020 (Verbal)

Julian Dixon

7.4. Quality Committee: 21 April 2020 & 19 May 2020 (Verbal),
Annual Effectiveness Review and Terms of Reference

Helen
Mackenzie

7.5. Charity Committee: 30 March 2020 & 20 May 2020
(Verbal)

Graham Sims

8. Board Work Plan

Caroline Lynch

9. Date of Next Meeting and Close (Verbal)

Graham Sims

9.1. Wednesday 29 July 2020, 09.00 am

Time

-
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Agenda Item 2

Minutes

Board
Wednesday 25 March 2020
10.00 – 10.45
Video Conference Call
Members Present
Mr. Graham Sims
Mr. Steve McManus
Ms. Caroline Ainslie
Dr. Bal Bahia
Mr. Julian Dixon
Mr. Don Fairley
Mr. Dom Hardy
Mr. Brian Hendon
Mrs. Sue Hunt
Dr. Janet Lippett
Mrs. Nicky Lloyd
Mrs. Helen Mackenzie
Mr. John Petitt

(Chair)
(Chief Executive)
(Chief Nursing Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief People Officer)
(Chief Operating Officer)
(Non-Executive Director)
(Non-Executive Director)
(Chief Medical Officer)
(Chief Finance Officer)
(Non-Executive Director)
(Non-Executive Director)

In attendance
Mrs. Heather Allan
(Director of IM&T)
Mrs. Suzanne Emerson-Dam (Deputy Director of Workforce)
Mrs. Caroline Lynch
(Trust Secretary)
Mrs. Victoria Parker
(Director of Communications & Engagement)
Mr. Andrew Statham
(Director of Strategy)
Apologies
28/20 Minutes: 29 January 2020 and Matters Arising Schedule
The minutes of the meeting held on 29 January 2020 were approved as a correct record
and would be signed by the Chair.
There were no declarations of interest.
The Chair highlighted that future Board meetings would be held as virtual meetings.
Agendas for Board and Committee would also be significantly reduced in the current
situation.
29/20 COVID-19 Update
The Chief Operating Office gave an overview of the Trust’s approach to the COVID-19
situation. Both face-to-face and virtual staff briefings had been held to reassure staff and to
ensure they were kept up to date. An outline plan to reduce footfall to the site had been
successful and next steps included consideration of reducing visitors. An external
escalation plan would be developed with clinical colleagues as part of the next phase.

Minutes of the Board – 25 March 2020
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–

The Chief Operating Officer advised that work was on-going with community partners in
relation to improving hospital discharge as well as local independent providers in relation to
sustaining cancer and surgery services. Intensive Care Unit (ICU) capacity had been
increased to 38 beds and further work was on-going to increase this to 56 beds. The Chief
Medical Officer confirmed that this was the target provided by the national team based on
modelling.
The Board discussed the impact on staff. The Chief Executive advised that, whilst ICU
capacity had been increased, there were a significant number of inpatients that were either
suspected or confirmed COVID-19 patients. The Chief Executive advised that staff in all
areas were anxious and there was a focus on staff welfare and internal communications to
ensure staff felt supported. The Board noted the outstanding efforts from all teams. The
Chief People Officer advised that social distancing guidance had been issued to staff and
the senior leadership team were role modelling social distancing in meetings.
The Board noted that a weekly telephone discussion between Non-Executive Directors and
the Chief Executive had been put in place. It was agreed that the COVID-19 sitrep would
be circulated to the Board on a daily basis.
Action: C Lynch
The Board discussed testing for COVID-19. The Chief Medical Officer advised that a
good service was being provided by Berkshire Surrey Pathology Services (BSPS). The
Chief Medical Officer advised that a protocol for staff testing had been developed and
would be discussed with other Chief Medical Officers. The Chief People Officer advised
that a range of staff accommodation had been arranged. This had been managed at a
local level for some weeks. However, this was now being managed at a central level and
was available at all times. Other accommodation and resting facilities for staff were being
explored. A wellbeing centre had been set up on site for staff. It was agreed all staff
communications would be circulated to Non-Executive Directors.
Action: V Parker
The Chief People Officer advised that staff capacity was reported daily to Gold command.
It was agreed that the Chief Executive would provide an update as part of his weekly
telephone call with Non-Executive Directors.
Action: S McManus
The Director of Strategy advised that work was on-going to host the Ask A&E platform on
the Trust’s website. Primary care colleagues had been engaged and were supportive of
this.
30/20 Integrated Performance Report (IPR) and Metrics Review
The Chief Operating Officer introduced the report and advised that Summary Hospital-level
Mortality Indicator (SHMI) had returned to as expected, the Trust was now compliant with
the DM01 standard and cancer performance was good. The Board noted that outpatient
activity would be maintained virtually and face-to-face if necessary. Full visibility on
operational performance would be maintained. However, return to compliance with the
Referral To Treatment (RTT) standard would present a challenge. The Board noted that
patients on urgent cancer pathways would be prioritised. The Chief Medical Officer advised
that use of the independent sector was being undertaken in order to maintain services.
The Chief Operating Officer highlighted the new IPR metrics and advised that the revised
IPR would include realised trajectories on all key standards.

Minutes of the Board – 25 March 2020
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31/20 Corporate Risk Register
The Board noted the Corporate Risk Register. The Chief Nursing Officer advised that, as
part of the next review cycle, the impact of COVID-19 would be considered. Any current
risks were discussed as part of the Gold command meetings and documented via the major
incident process.
32/20 Minutes of Board Committee Meetings and Board Committee Updates
The Board received the following minutes:
Finance & Investment Committee
Audit & Risk Committee
Workforce Committee
Quality Committee
Charity Committee

23 January 2020 and 20 February 2020
5 February 2020
12 February 2020
18 February 2020
21 February 2020

33/20 Information Item: Board Work Plan
The Board noted the work plan.
34/20 Date of Next Meeting
It was agreed that the next meeting would be held on Wednesday 27 May 2020 at 9.00am.

Chair

Date

Minutes of the Board – 25 March 2020
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Board Schedule of Matters Arising and Outstanding Actions
Board
Date
25 March
2020

Board
Minute
29/20

Agenda Item 2

Subject

Decision

Owner

Expected
Submission

Update

COVID-19
Update

It was agreed that the COVID-19 sitrep would be
circulated to the Board on a daily basis.

C Lynch

Completed. Circulated to Board on
a daily basis.

It was agreed all staff communications would be
circulated to Non-Executive Directors.

V Parker

Completed.

The Chief People Officer advised that staff capacity
was reported daily to Gold command. It was agreed
that the Chief Executive would provide an update as
part of his weekly telephone call with Non-Executive
Directors.

S McManus

Completed.
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Title:
Agenda item no:
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Date:
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Prepared by:

COVID-19 Individual Risk Assessment
3.2
Board of Directors
27 May 2020
Don Fairley, Chief People Officer
Suzanne Emerson-Dam, Deputy Director of Workforce

Purpose of the Report The report highlights the following:
 To advise the Board of the reasons for the introduction of a
COVID-19 Individual Risk Assessment
 The actions the Trust has taken in relation to the National
Guidance in relation to undertaking individual risk assessments

Report History

Executive Management Committee – 26 May 2020

What action is
required?
Assurance

The Board is asked to note the report.
 Information



Discussion/input

Decision/approval

Resource Impact:

None at present

Relationship to Risk in
BAF:

Failure to provide the highest quality care and invest in our staff and
live out our values.

Strategic objectives This report impacts on (tick all that apply)::



Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability



1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

Public

Well Led Framework applicability:




Publication
Published on website

8

1

Background

1.1

As part of the ongoing work regarding the health effects of COVID-19 on the general
population emerging evidence shows that BAME communities are disproportionately affected
by the virus; the evidence also suggests that the impact may be higher among men and
those in a 50+ age bracket. The reasons for this are not yet fully understood but is consistent
with the inequalities in health for BAME communities which has long been recognised.

1.2

The NHS employs a substantial number of healthcare workers and support staff that come
from a BAME background and therefore the exposure faced by these frontline health/support
staff put them at a greater risk of catching COVID-19. This has been particularly highlighted
by the high proportion of deaths of NHS BAME staff due to COVID-19.

1.3

Through guidance produced by NHS England, Public Health England, the Health and Safety
Executive and a number of the Royal Colleges, all employers are being asked to complete
individual risk assessments on staff covering not just ethnicity but also other risk factors such
as age, pregnancy, physical health and gender.

1.4

The purpose of this paper is to provide assurance to the Board on the Trust’s response to the
National Guidance in relation to the implementation of a Trust-wide Risk Assessments

2

General Actions Undertaken

2.1

The Trust has produced and published an online COVID-19 Individual Risk Assessment
(CIRA) for all line managers to undertake with their direct line reports. This will be carried out
with staff regardless of whether they are currently at work or are unable to attend the
workplace due to shielding or other related reasons.

2.2

The CIRA is based on points scored to indicate whether the member of staff is considered as
low, moderate or high risk. The CIRA looks at the individual taking into account the known
risk factors, their area of work, and their likely exposure to COVID-19.

2.3

As part of the process an action plan is also completed to ensure that both the employee and
the line manager are aware of what actions are required to mitigate any highlighted risks
including the use of Aerosol-Generating Procedures (AGP).

3

Support for Managers and Staff

3.1

The CIRA is easily accessible via the Trust’s intranet. Guidance notes and a crib sheet are
included in the document to support managers in ensuring that the assessments are carried
out taking into account the sensitive nature of the assessment.

3.2

An online YouTube video tutorial has also been developed to talk staff and managers
through the process.

3.3

Staff who are recorded as being moderate or high risk due to physical health issues are
referred to Occupational Health to ensure that appropriate advice and additional support is
provided.

3.4

The Employee Relations team are available to support managers should it be required. As
part of the process they are contacting managers where there are high risk indicators to
ensure that appropriate measures have been put in place to mitigate the risk.

3.5

Where there are clusters of high risk indicators in individual areas this will be highlighted to
the People and Change partners who will ensure that, where necessary, appropriate
measures are put in place to ensure that service delivery is not affected.
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4

Recording and Reporting

4.1

The outcomes of the CIRAs are returned to the Employee Relations team for recording and
reporting purposes.

4.2

The central repository has built in reporting functions allowing Trust-wide reporting as well as
by Care Group, Corporate Services and Estates and Facilities. This will show the number of
CIRAs submitted and their risk outcomes, low, moderate or high risk and also a breakdown
by each of the risk factors as well as those staff that are currently shielding.

4.3

For staff who have scored as high risk we will be able to record the action that has been
taken in relation to the outcome of the action plan.

5

Agency and NHS Professionals

5.1

The National guidance indicates that the same assessment should be made for Agency staff
and those employed through NHSP. We have provided both with a copy of the CIRA to
ensure consistency.

5.2

Advice regarding high risk areas will be gained through the clinical teams however OH
support must be accessed through the individual provider.

6

Conclusion and Next Steps

6.1

The number of CIRAs being processed and monitored areas of low take up will be addressed
by the People and Change Partners.

6.2

The RBH CIRA has been shared with a number of neighbouring Trusts and has been
recognised by the Covid-19 BAME Mortality Disparity Advisory Panel South East Region,
NHS England and NHS Improvement as excellent.

6.3

The Estates Team have now developed an RBH Non-Clinical Workspace COVID-19 Risk
Assessment and are now working on a risk assessment for clinical workspaces.
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Risk Assessment for Staff with
potential work-related exposure to Covid-19
Click here for a video guide on completing this assessment
(You'll need to view this in Chrome, not Internet Explorer)
A Risk Assessment must be carried out for any staff member who is pregnant and/or BAME and/or vulnerable
(including 'shielded' employees).

Click here for a printer-friendly version of this document

The purpose of this document is for guidance, allowing line managers to conduct a basic assessment of
their staff who may be at higher risk of Covid-19.
Managers should therefore conduct this initial assessment and contact Employee Relations /
Occupational Health if they have a member of staff who is high risk and / or they have any other concerns.
We recognise that guidance is constantly changing and this document incorporates those changes and
will be updated on an ongoing basis.
Line managers, please remember that individual staff have a right to confidentiality about any health
condition they may have. To enable you to complete the Risk Assessment you can ask staff if they have a
condition which is identified in the governments ‘social distancing’ guidance or the ‘shielding’ advice
however you do not need to know the specific details of the condition, that is confidential to the staff
member.
If an individual staff member chooses to inform you of the specific health condition that is their choice and
they must not feel that they have to disclose this information to you.
If there is uncertainty about an individual’s health risk you or the staff member can contact Occupational
Health to discuss this further in a confidential manner.
The Trust recognises that this document focuses on employees' physcial condition and environment;
managers and staff are encouraged to exploire the support available in terms of staff mental wellbeing.

Social
Distancing
Guidance

Shielding
Guidance

Wellbeing
Offering

Sheet
(click boxes below)

Step
Description
1 Read the 'Info' tab for some general context/background before you get started. If
Info Sheet
you are unsure on anything then speak to Employee Relations.
The ER team are available 9am-5pm Monday-Friday.
Action Plan2 For each staff member requiring a Risk Assessment, complete the scoring matrix
Low Risk
by filling in all questions - any box coloured red.
Risk
Once the staff member's RA is complete, their Action Plan and advice will
Moderate Risk
Assessment
automatically be generated.
If you have any questions or concerns not covered then please contact Occupational
High Risk
Health.
You can see examples of each document here: Example RA Example AP
Each Risk Assessment / Action Plan needs to be discussed and agreed with the
3
Crib Sheet
employee. For a line manager crib sheet to help with these discussions, click here:
Should you have any questions or concerns whlist filling out staff member's Risk
Contact OH
Assessment please contact Occupational Health.
4 Once this document is complete - and the Action Plan has been agreed with the
staff member, send to: employee.relations@royalberkshire.nhs.uk / hand to ER on
2nd Floor, Princes House.
Contact ER
Line manager should CC the staff member.
Employee Relations will centrally hold - in complete confidentiality - all RAs and any
associated Action Plans for moitoring purposes.
Please CC the staff member in your correspondence
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This document should be read in conjunction with other advice regarding Covid-19. It is imperative to
strictly adhere to infection control advice including hand hygeine and use of PPE.
To go to the latest OH advice click here.
Confidentiality
Line managers, please remember that individual staff have a right to confidentiality about any health
condition they may have. To enable you to complete the Risk Assessment you can ask staff if they have a
condition which is identified in the governments ‘social distancing’ guidance or the ‘shielding’ advice
however you do not need to know the specific details of the condition, that is confidential to the staff
member.
If an individual staff member chooses to inform you of the specific health condition that is their choice and
they must not feel that they have to disclose this information to you
If there is uncertainty about an individual’s health risk you or the staff member can contact Occupational
Health to discuss this further in a confidential manner.
Risk Assessments
A Risk Assessment should be completed for all vulnerable and/or BAME and /or pregnant staff and/or
anyone else who the manager feels may be at risk.
1. This can be undertaken by line manager, supervisor, who can be supported by designated senior
manager or Health and Safety representative
2. Involve the member of staff
3. Identify risks using risk matrix provided
4. Consider the recommended actions to minimise risk
5. Where a risk assessment identifies that a staff member is at high risk, staff should be redeployed to a
lower-risk area, the Individual should avoid caring for any suspected or confirmed COVID-19 patients. If
they are clinical, consider if a non-clinical role is available. Should these not be possible, consider homeworking if enabled / operationally feasible; if none of these options are feasible then the staff member will
likely need to be medically-suspended and the line manager should contact the Employee Relations /
Medical Workforce team if this is the case.
6. All Risk Assessments and accompanying Action Plans should be recorded and sent to the Employee
Relations team.
Responsibilities
Employee Responsibility:
· To undertake a risk assessment with their Line Manager
· To discuss any concerns in relation to the outcome of the risk assessment and the impact this may
have on them and their ability to carry out their duties
· To make their Line Manager aware of any changes to their health and wellbeing which may require a
further risk assessment to be undertaken - for example, they become pregnant or have since developed
an new, underlying condition. If so a further appropriate Risk Assessment should be conducted (e.g. if the
person develops a cardiac condition then a cardiologist should be considered).
Line Managers Responsibility:
· Line managers must remind the staff member of their right to confidentiality in any conversations with
them.
· To undertake risk assessments with all employees that fall within the at risk criteria including
employees that are currently not at work
· To ensure the outcome of the risk assessment is discussed openly with the employee and that any
concerns raised are addressed appropriately
· To ensure the outcome of the risk assessment is adhered to and that any discrepancies are discussed
with a senior manager or a member of the Employee Relations Team
· To ensure employees are aware of and can access the health and wellbeing support services
available
· To ensure the risk assessment is forwarded to the Employee Relations Team to enable appropriate
monitoring and recording of information
Senior Managers
· To ensure risk assessments are being undertaken in their respective areas.
· To meet with employees and/or line managers to discuss and resolve issues that arise through the risk
assessments.
Employee Relations Team Responsibility:
· To provide appropriate advice to employees and line managers in relation to risk assessments
undertaken.
· To escalate concerns regarding the risk assessment if agreement on an outcome cannot be reached.
· To maintain a record of the risk assessments undertaken Trustwide and provide reports as and when
required.
People and Change Partners
· To act as a single point of contact between Care Groups / Corporate Functions and the wider HR
team.
· To help and advise the ER / Medical Workforce team regarding particularly sensitive cases within their
areas of responsibility.
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Line managers, please remember that individual staff have a right to confidentiality about any health
condition they may have. To enable you to complete the Risk Assessment you can ask staff if they have a
condition which is identified in the governments ‘social distancing’ guidance or the ‘shielding’ advice
however you do not need to know the specific details of the condition, that is confidential to the staff
member.
If an individual staff member chooses to inform you of the specific health condition that is their choice and
they must not feel that they have to disclose this information to you
If there is uncertainty about an individual’s health risk you or the staff member can contact Occupational
Health to discuss this further in a confidential manner.
Line managers must remind the staff member of this right to confidentiality in any conversations with
them.
Social Distancing Guidance
Shielding Guidance
· Ensure as the Line Manager you fully understand the reason for the risk
Meeting
Considerations for assessment and why this is important. Information can be provided by the
Employee Relations Team
Line Managers
·

Ensure employees are given prior notice of the meeting

· Ensure appropriate time is set aside to undertake the risk assessment and for a
discussion to take place. Be mindful that some employees may need more time to
process the information being discussed
· Consider if a third person needs to attend the meeting if there are potential
language barriers or barriers to understanding
· Hold the meeting in a confidential space and not in an open or shared office
bearing in mind that the information being discussed is of a sensitive /confidential
nature.
Meeting

·
·

Ensure social distancing is considered when looking at room availability
Ensure the employee understands the reason for the meeting

· Reassure the employee about confidentiality of the information they are
providing
· Ensure the employee does not require a third person in the room to support with
understanding.
· Sit so that the employee can see the screen so is aware of the questions being
asked – taking into account social distancing (if risk assessment is being completed
with a paper copy provide a copy of the form to the employee ensuring social
distancing is observed).
· Talk through each question to ensure the employee provides the correct
information
· If further discussion on any of the characteristics is required, this should be dealt
with in a sensitive manner
· Focus on the risk assessment and do not pass judgement on any of the
information provided

End of Meeting

· Discuss openly the outcome of the risk assessment and agree on any measures
to be put in place
· If agreement cannot be reached on a preferred outcome the matter should be
referred to a senior manager or a member of the employee relations team
·

Agree who will take this forward

· Advise the employee that they must make the Line Manager aware of any
changes to their current situation (especially relating to health related matters) which
may mean a further risk assessment is undertaken
· Depending on the outcome of the risk assessment advise the employee the
situation will be reviewed and may be subject to change (taking into account
National and Government advice)
·

Ask employee if they have any further questions

· Advise employee the risk assessment will be forwarded to the Employee
Relations team to record
Further information on this please contact the Employee Relations Team
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Example Risk Assessment for Staff with
potential work-related exposure to Covid-19
Example

Employee Details

This has been filled out for a female staff nurse, of BAME origin, aged under 50 and has no underlying health conditions and works on a cold-only ward.
Question
Employee Name:
Job Title:
Manager Name:
Assessment Date:
Review Date (if
applicable):
Care Group:

Risk Factors

Question
What environment
does the staff
member work in?
Other activities
Age Group?
Gender
Pregnant?
BAME?

Vulnerable Group?
Shielded?

É For each question / red box, either type text or select the answer from the drop-down menu
Answer
Example Staff Name
Staff Nurse
Example Manager Name
5/5/2020
N/A
Further information for some questions is
available; click 'Click for More Info' and use
Add any additional
Planned Care
the drop-down where applicable
comments here
ê
ê
Answer
Additional Info
Score Additional Comments
Low likelihood of COVID encounters - Areas
Click for More Info
1
where patients with coronavirus are unlikely to
be assessed or admitted, e.g. non-clinical areas
and wards not designated for suspect or
confirmed COVID patients
No
0
Under-50
1
Female
0
No
0
Yes
Emerging opinion suggests that being
2
male, being over 50, visceral obesity,
diabetes and metabolic syndrome,
hypertension, ischaemic heart disease,
chronic lung disease and vitamin D
deficiency might all be implicated in
coronavirus susceptibility; all these
conditions are more common in BAME
(Black, Asian and Minority Ethnic origin)
people compared to the white population.
No
Click for More Info
0
No
Click for More Info
0
4
Total Score:
Based on the above score this employee is:

Low Risk
Low Risk
Moderate Risk
High Risk

ç

ç

Based on the above answers the employee is 'Low Risk'

Manager would therefore
use the 'Low Risk' advice
and agree the template
action plan with the
employee.
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Example Action Plan following Risk Assessment for Staff with
potential work-related exposure to Covid-19
Staff Name: Example Staff Name
Manager Name: Example Manager Name
Assessment Date: 5/5/2020

Staff Role: Staff Nurse
Care Group: Planned Care
Review Date: N/A

Risk Assessment outcome based on the matrix overleaf:
Low Risk
Advice:
No need to restrict.
Consider Key Considerations:
1. Limit duration of close interaction with patient (e.g. prepare everything in advance away from patient)
2. If possible maintain >2m distance from the patient
3. Consider whether public transport /rush hour can be avoided through adjustments to work hours
4. Consider asking patients to wear mask for staff member interactions
5. Provide surgical mask for staff member for all interactions with patients or specimens
6. Consider moving to non-patient facing role
7. Consider remote working if the staff member is enabled including access to equipment and Wi-Fi
Even in low risk areas there is a risk of coronavirus exposure, e.g. infected patients being mis-triaged. If this is
Once you and the employee have read the above advice, please use the Action Plan below.
a likely scenario in this area then consider the area as moderate risk.
If the answer to any of these is 'No', please seek Occupational Health advice.

PPE - this section only applies where PPE is recommended
Yes
Yes
Yes
Yes

Staff member is trained to use appropriate PPE
Staff member is confident and competent in using appropriate PPE
Staff member is fit-tested if required
Appropriate PPE is available at all times

Yes
Yes
Yes
Yes
Yes
N/A
Yes
Yes
N/A
N/A

1. Limit the duration of close interaction with patient (e.g. prepare everything in advance away from patient)
2. If possible maintain >2m distance from patient
3. Whether public transport / rush hour can be avoided through adjustment to work hours
4. Asking patients to wear mask for staff member interactions
5. Provide surgical mask for staff member for all interactions with patients or specimens
6. Redeployment to lower-risk area
7. Staff member to wear FFP3 in area for 20mins where AGP undertaken on suspected/confirmed Covid patient
8. Staff member will leave area for 20mins when AGP undertaken on suspected/confirmed Covid patient
9. Remote working if enabled (access to equipment/Wi-Fi or access has been requested from IT)
10. Other(s) - please specify below.

Where PPE is applicable but not all boxes are
ticked, the staff member should move to low-risk,
non-patient facing or work from home role.

Agreed Action Plan

Occupational Health
Support

If you need advice from OH please contact / email (via agreed local arrangements),
attaching the completed Risk Assessment, your relevant query and contact details for
you and the relevant member of staff in subject.

Send to employee.relations@royalberkshire.nhs.uk when complete.
(or do 'File' à 'Save and Send')
Please also CC the staff member.
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Risk Assessment for Staff with
potential work-related exposure to Covid-19
Instructions
1. Fill out answers for all of the questions below - i.e. all boxes in red.
2. Once all questions are filled out it will provide you with a scored risk outcome for the staff member.
3. Based on the answers to this Assessment, a recommendation will be provided: 'Low', 'Moderate' or 'High' Risk
4. Use the recommended advice provided; for any questions please contact Occupational Health.
5. Please send the completed document to Employee Relations (and CC the employee). Any staff member who scores 'High Risk' should be
referred to OH.

Risk Factors

Employee Details

Please Note
This document is a guide and tool that can be used to inform appropriate discussions between line managers and their staff.
Whilst it highlights a number of known risk factors the weighting associated with those risks in this document are not clinical, therefore if in doubt you should
contact Occupational Health for further advice and guidance.
É For each question / red box, either type text or select the answer from the drop-down menu
Answer
Type Here
Type Here
Type Here
DD/MM/YYYY
DD/MM/YYYY
Further information for some questions is
Add any additional
available; click 'Click for More Info' and
Select from Drop-down
comments here
use the drop-down where applicable
ê
ê
Question
Answer
Additional Info
Score Additional Comments
What environment Select from drop-down
Click for More Info
#####
does the staff
member work in?
Other activities Select from drop-down
#####
Age Group? Select from drop-down
#####
Gender Select from drop-down
#####
Pregnant? Select from drop-down
#####
Click for More Info
BAME? Select from drop-down
#####
Click for More Info
Vulnerable Group? Select from drop-down
#####
Click for More Info
Shielded? Select from drop-down
#####
0
Total Score:
Question
Employee Name:
Job Title:
Manager Name:
Assessment Date:
Review Date (if
applicable):
Care Group:

Based on the above score this employee is:

Low Risk
Low Risk
Moderate Risk
High Risk

See below comments
ç

Once ALL the
above questions
have been
answered, click for
the relevant
guidance & (if
applicable) action
plan.
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Action Plan following Risk Assessment for Staff with potential
work-related exposure to Covid-19
Staff Name: Type Here
Manager Name: Type Here
Assessment Date: DD/MM/YYYY

Staff Role: Type Here
Care Group: Select from Drop-down
Review Date: DD/MM/YYYY

Risk Assessment outcome based on the matrix overleaf:
Low Risk
Advice:
No need to restrict.
Key Considerations:
1. Limit duration of close interaction with patient (e.g. prepare everything in advance away from patient)
2. If possible maintain >2m distance from the patient
3. Consider whether public transport /rush hour can be avoided through adjustments to work hours
4. Consider asking patients to wear mask for staff member interactions
5. Provide surgical mask for staff member for all interactions with patients or specimens
6. Consider moving to non-patient facing role
7. Consider remote working if the staff member is enabled including access to equipment and Wi-Fi
Even in low risk areas there is a risk of coronavirus exposure, e.g. infected patients being mis-triaged. If this is a
likely scenario in this area then consider the area as moderate risk.
Once you and the employee have read the above advice, please use the Action Plan below.

PPE - this section only applies where PPE is recommended
Select
Select
Select
Select

Staff member is trained to use appropriate PPE
Staff member is confident and competent in using appropriate PPE
Staff member is fit-tested if required
Appropriate PPE is available at all times

Select
Select
Select
Select
Select
Select

1. Limit the duration of close interaction with patient (e.g. prepare everything in advance away from patient)
2. If possible maintain >2m distance from patient
3. Whether public transport / rush hour can be avoided through adjustment to work hours
4. Asking patients to wear mask for staff member interactions
5. Provide surgical mask for staff member for all interactions with patients or specimens
6. Redeployment to lower-risk area
7. IF APPLICABLE - Staff member to wear FFP3 in area for approx. 20mins where for example AGP is undertaken
on suspected/confirmed Covid patient
8. IF APPLICABLE - Staff member will leave area for 20mins when for example an AGP is undertaken on a
suspected/confirmed
Covid patient
9. Remote working if enabled
(access to equipment/Wi-Fi or access has been requested from IT)
10. Other(s) - please specify below.

Where PPE is applicable but not all boxes are
ticked, the staff member should move to low-risk,
non-patient facing or work from home role.

Agreed Action Plan

Select
Select
Select
Select

If the action plan is not working out, take advice from OH or HR as appropriate
If you need advice from OH please contact / email (via agreed local arrangements),
Occupational Health
attaching the completed Risk Assessment, your relevant query and contact details for
Support
you and the relevant member of staff in subject.
Send to employee.relations@royalberkshire.nhs.uk when complete.
(or do 'File' à 'Save and Send')
Please also CC the staff member.
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Action Plan following Risk Assessment for Staff with potential
work-related exposure to Covid-19
Staff Name: Type Here
Manager Name: Type Here
Assessment Date: DD/MM/YYYY

Staff Role: Type Here
Care Group: Select from Drop-down
Review Date: DD/MM/YYYY

Risk Assessment outcome based on the matrix overleaf:
Moderate Risk
Advice:
If a manager has completed a Covid-19 risk assessment, and both manager and staff member are satisfied with
actions taken to manage the risk, they do not need to contact Occupational Health but do need to send a copy of
the Risk Assessment to Employee Relations.
Managers only need to contact Occupational Health if there is a health concern about an individual following the
Covid-19 risk assessment carried out.
A template action plan can be found below.
Occupational Health Advice
Consider redeployment to lower risk area if possible.
Consider the following:
1. Limit duration of close interaction with patient (e.g. prepare everything in advance away from patient)
2. If possible maintain >2m distance from the patient
3. Consider whether public transport /rush hour can be avoided through adjustments to work hours
4. Consider asking patients to wear mask for staff member interactions
5. Provide surgical mask for staff member for all interactions with patients or specimens
6. Consider moving to non-patient facing role
7. Consider remote working if the staff member is enabled including access to equipment and Wi-Fi
Once you and the employee have read the above advice, please use the Action Plan below.

PPE - this section only applies where PPE is recommended
Select
Select
Select
Select

Staff member is trained to use appropriate PPE
Staff member is confident and competent in using appropriate PPE
Staff member is fit-tested if required
Appropriate PPE is available at all times

Select
Select
Select
Select
Select
Select

1. Consider re-deployment to lower risk area.
2. Limit the duration of close interaction with patient (e.g. prepare everything in advance away from patient)
3. If possible maintain >2m distance from patient
4. Whether public transport / rush hour can be avoided through adjustment to work hours
5. Asking patients to wear mask for staff member interactions
6. Provide surgical mask for staff member for all interactions with patients or specimens
7. IF APPLICABLE: In areas where ad-hoc AGPs are undertaken, staff member to wear FFP3 in area for approx.
20mins where for example AGP is undertaken on suspected/confirmed Covid patient
8. IF APPLICABLE: Staff member will leave area for 20mins when for example an AGP is undertaken on a
suspected/confirmed Covid patient
9. Remote working if enabled (access to equipment/Wi-Fi or access has been requested from IT)
10. Other(s) - please specify below.

Where PPE is applicable but not all boxes are
ticked, the staff member should move to low-risk,
non-patient facing or work from home role.

Agreed Action Plan

Select
Select
Select
Select

If the action plan is not working out, take advice from OH or HR as appropriate
If you need advice from OH please contact / email (via agreed local arrangements),
Occupational Health
attaching the completed Risk Assessment, your relevant query and contact details for
Support
you and the relevant member of staff in subject.
Send to employee.relations@royalberkshire.nhs.uk when complete.
(or do 'File' à 'Save and Send')
Please also CC the staff member.
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Action Plan following Risk Assessment for Staff with potential
work-related exposure to Covid-19
Staff Name: Type Here
Manager Name: Type Here
Assessment Date: DD/MM/YYYY

Staff Role: Type Here
Care Group: Select from Drop-down
Review Date: DD/MM/YYYY

Risk Assessment outcome based on the matrix overleaf:
High Risk
Advice:
If a manager has completed a Covid-19 risk assessment and both manager and staff are satisfied with actions
taken to manage the risk - using the template Plan below - they do not need to contact Occupational Health but
do need to send a copy of the Risk Assessment to Employee Relations.
Managers only need to contact Occupational Health if there is a health concern about an individual following the
Covid-19 risk assessment carried out.
Occupational Health Advice
- Staff should be redeployed to a lower-risk area.
- The Individual should avoid caring for any suspected or confirmed Covid-19 patients.
- If they are clinical, consider if a non-clinical role is available.
- Should these not be possible, consider home-working if enabled / operationally feasible.
- If both the staff member and manager agree that the control measures put in place to manage the high risk
outcome for this Covid-19 risk assessment are satisfactory to both parties, the staff member can remain at work
in their normal role. This does not apply to staff who are >28 weeks pregnant / high risk pregnancy.
- If none of the above are feasible then staff member will likely need to be medically-suspended. Please contact
the Employee Relations / Medical Workforce team if this is the case.
- Please note, any staff >28 weeks pregnant / high risk pregnancy should work from home where possible; if not
possible they should remain off work for the remainder of their pregnancy. (This will be recorded as 'Medical
Suspension').
Once you and the employee have read the above advice, please use the Action Plan below.

PPE - this section only applies where PPE is recommended
Select
Select
Select
Select

Staff member is trained to use appropriate PPE
Staff member is confident and competent in using appropriate PPE
Staff member is fit-tested if required
Appropriate PPE is available at all times

Select
Select
Select
Select
Select
Select

1. Consider re-deployment to lower risk area.
2. Limit the duration of close interaction with patient (e.g. prepare everything in advance away from patient)
3. If possible maintain >2m distance from patient
4. Whether public transport / rush hour can be avoided through adjustment to work hours
5. Asking patients to wear mask for staff member interactions
6. Provide surgical mask for staff member for all interactions with patients or specimens
7. IF APPLICABLE: In areas where ad-hoc AGPs are undertaken, staff member to wear FFP3 in area for approx.
20mins where for example AGP is undertaken on suspected/confirmed Covid patient
8. IF APPLICABLE: Staff member will leave area for 20mins when for example an AGP is undertaken on a
suspected/confirmed Covid patient
9. Remote working if enabled (access to equipment/Wi-Fi or access has been requested from IT)
10. Other(s) - please specify below.

Where PPE is applicable but not all boxes are
ticked, the staff member should move to low-risk,
non-patient facing or work from home role.

Agreed Action Plan

Select
Select
Select
Select

If the action plan is not working out, take advice from OH or HR as appropriate
If you need advice from OH please contact / email (via agreed local arrangements),
Occupational Health
attaching the completed Risk Assessment, your relevant query and contact details for
Support
you and the relevant member of staff in subject.
Send to employee.relations@royalberkshire.nhs.uk when complete.
(or do 'File' à 'Save and Send')
Please also CC the staff member.
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Title:
Agenda item no:
Meeting:
Date:
Presented by:
Prepared by:

Corporate Risk Register
3.3
Board of Directors
27 May 2020
Caroline Ainslie, Chief Nursing Officer
James Brind, Head of Risk Management

Purpose of the Report

To update the Board of Directors on the risks associated with
Coronavirus to the Corporate Risk Register

Report History

Executive Management Committee – 26 May 2020

What action is
required?
Assurance

The Board of Directors is asked to review and approve the Corporate
Risk Register.
 Information
 Discussion/input
x
Decision/approval

Resource Impact:

x

None

Strategic objectives This report impacts on (tick all that apply)::






Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



Well Led Framework applicability:

8. Learning &
Innovation




This report is expected to have a positive impact on the Trust performance against the Well
Led Framework
Publication
Published on website

Confidentiality (FoI): Private

Public
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1

Introduction
This paper provides a summary of the Corporate Risk Register with the inclusion
of those corporate risks identified as being attributed to the Coronavirus-19
pandemic.

2

Corporate Risk Register

2.1 In the previous review cycle, a corporate risk relating to coronavirus was
recommended and approved to be created. This risk has now crystallised,
presenting a number of positive and negative risk opportunities for the Trust.
2.2 At the present time, corporate risks displayed on the heat map fall into three
groups, which are –
 Identified by the
coloured shape, are risks that have been approved at
the March Board of Directors Meeting.
 Identified by the
coloured shape, are risks that have been approved at
the March Board of Directors Meeting but are time specific. The risk grading
may since have changed due to the start of the new financial year
 Identified by the
coloured shape, are Covid related risks, which have
been reviewed by the EMC.
2.3 There are a number of risks that have been identified within the Covid Risk
Register which are linked to existing corporate risks but, either the consequence
or likelihood has the potential to be increased e.g. cyber security. As part of the
next review cycle, consideration should be given as to whether to merge or
maintain the separation of these risks.

3

Conclusions and Next steps
The Board of Directors is asked to –
 Note the development of the Corporate Risk Register.
 The Corporate Risk Register will be reviewed in the next review cycle

4

Attachments
The following are attached to this report:
 Attachment 1 – Corporate Risk Register Heat Map
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Attachment 1 –
Corporate Risk Register
Board of Directors Review
May 2020

Attachment 1 Corporate Risk Register May 2020 (BoD)
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Trust Draft Corporate Risk Heat Map
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Rare
Probably never
happen

Unlikely
Do not expect
harm at the level
indicated but is
possible

Possible
Harm at the level might happen or
occur occasionally

Likely
Harm at the level indicated will
probably happen or recur

Certain
Harm at the level will
undoubtedly happen or
recur possibly frequently

Likelihood

Attachment 1 Corporate Risk Register May 2020 (BoD)
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1.2
ID
4215

Risk ID and title

Covid-19 Related Risks
Covid - Capacity to react to / respond to a second wave /
major event

ID

Existing Corporate Risks

4212 Redevelopment of the Pathology Estate / New build

4217 Covid - Cyber Security

4174 Car Parking Provision at the Reading Hospital site

4216 Covid - Data Quality

4175 The Trust reporting as an outlier for reported mortality indicators

4234 Covid - Increase in Fraud

4168 Mgt. of consistently high numbers of MH patients presenting to the Trust

4214 Covid - Patient Attendance

4169 Inadequate IM&T infrastructure and services management

4228 Covid - Performance Indicator / Regulatory Compliance

4170 Cyber Security Management Phase 2)

4238 Covid - PPE

4171 Compliance to DMO1 standards in 2020/21

4235 Covid - Readjustment of finances

4172 ED - Capacity and compliance

4231 Covid - Recruitment & Retention

4173 Compliance to the Trust’s C.Diff standard

4232 Covid - Restructure / Reorganisation / Transformation

4176 Staff Recruitment

4237

Covid - Spend Requirements to Response to Covid
Pandemic

4177 Staff Retention

4230 Covid - Staff welfare / support

4178 Mandatory Training

4233 Covid - Use of the Private Sector

4179 Mgt and reduction of violence and aggression

4236 Covid - Work Environment – Temperature

4180 Membership of the Integrated Care Partnership

4229 Covid - workforce resilience

4181 Sustainability of the Trust’s transformation program

4240 Covid -nosocomial infection
4241 Covid - Compliance to national standards – Cancer, RTT etc.

4182

Risk of not achieving financial stability through the delivery of the 2020/21
budget

4183

Management of Estates Infrastructure / Backlogged Maintenance

4184

Maintenance of unused Estate

4213 BOB Financial Position

Attachment 1 Corporate Risk Register May 2020 (BoD)
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Title:
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Date:
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Prepared by:

Integrated Performance Report
4
Board of Directors
27 May 2020
Dom Hardy, Chief Operating Officer
Jonathan Rees, Head of Performance & Operational Planning

Purpose of the Report








Report History

What action is
required?
Assurance

To propose a revised format for monthly Integrated Performance
Reporting (IPR)
To support the discussion to identify high value performance
metrics
To introduce potential future development of the report, the
development of ‘weighted metrics and an increased focus on
forward projections.

Executive Management Committee – 26 May 2020

The Board of Directors is asked to note the report.
Information

Resource Impact:

Discussion/input



Decision/approval

None

Relationship to Risk in
6. Failure to provide the highest quality care.
BAF:
Strategic objectives This report impacts on (tick all that apply)::


Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability

1. Leadership



2. Vision & Strategy



3. Culture

Not applicable

 4. Governance

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

Public

Well Led Framework applicability:




Publication
Published on website
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Integrated Performance Report
May 2020

The purpose of this paper is to provide the Board of Directors with an analysis of quality
performance to the end of April 2020. The report covers performance against the NHS
Improvement (NHSI) Risk Assessment Framework as well as national and local key
performance indicators.
Contact:
Caroline Ainslie, Chief Nursing Officer
Janet Lippett, Chief Medical Officer
Dom Hardy, Chief Operating Officer
Don Fairley, Chief People Officer
Nicky Lloyd, Chief Finance Officer
22/05/2020
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April 2020 Summary
Patient Safety &
Experience
Page 3 – 4

Clinical
Effectiveness
Page 5 - 7

•

Across all domains of the IPR COVID-19 has impacted data input and processing capability. As such there are gaps in reporting
and a number of ‘snapshot’ metrics are either limited in quality or not possible to report. Where possible, other indicators have
been provided to provide an indication of performance.

•
•
•

We have reported 2x MRSA infections in April
There has been 1x Never Event. Investigation is underway and will be reviewed at the Quality Committee
COVID-19 has impacted the Trust and infection control surveillance has identified nosocomial acquisition. Where this has occurred
case reviews are in progress

•

Trust mortality (crude percentage of admissions), Hospital Standardised Mortality Ratio (HSMR - 56 diagnosis groups) and the
national Summary Hospital-level Indicator (SHMI) are all as expected. SMR (all diagnosis groups) remains higher than expected.
The Myocardial Infarction National Audit Programme (MINAP) data continues to demonstrate excellent compliance against its
access target for M12
The Stroke Sentinel National Audit Programme (SSNAP) have suspended some of the data collection in the wake of COVID-19

•
•
•

Patient Access
Page 8 - 10

•
•
•
•

The Trust has been focusing on a number of wellbeing initiatives to support and encourage staff to disclose issues relating to their
mental wellbeing which whilst is of a concern does mean that staff requiring support are now coming forward and receiving
this. Going forward into March and for the foreseeable future it is likely that the sickness absence rates will continue to increase
due to the number of staff either showing the symptoms of or being diagnosed with COVID-19. This will be easily identifiable due to
the recording procedure that has been put in place. Testing of staff and their family members will support this process and
hopefully will follow the trajectory across the country in the coming months.

•

The Trust is operating under a revised control total regime for M01. As part of the response to COVID-19 the Trust is under a block
funding arrangement for M01-M07 (April – October) which funds a break even position.
Over all financial performance reflects the hospital responding to COVID-19

Workforce, Staffing
and Development
Page 11 – 12

Finance
See DoF Report

22/05/2020

The number of attendances has significantly reduced and 4 hour performance has improved. Changes to practices and processes
have meant the rate at which performance improves has been suppressed. However further improvements are being seen in May.
Following the drop in performance in March, as a result of COVID-19, we have seen a further drop in performance in April and the
proportion of patients with extended waiting times has increased. We continue to prioritise elective care where safe to do so.
Challenges reporting against the Diagnostic Waiting (DM01) standard as a result of data process issues have continued in April.
Diagnostic tests for urgent workload e.g. cancer diagnostics continue to take place where clinically appropriate and we are working
towards a restart in routine workload during May. We are working to rectify repotting issues as quickly as possible.
The Trust has reported compliance against all Cancer standards for Quarter 4.

•

Integrated Performance Report
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Safety & Experience – Harm Free Care

22/05/2020
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Patient Safety & Experience – Forward Look & Trends

Infection Control:
1 Trust apportioned (TA) Clostridium difficile (C.diff) was reported in April 2020 and a case review is in progress. At the time of the writing of this report, the
Trust had not yet received its upper limit for TA C.diff cases for 2020/21.
2 TA Methicillin-resistant Staphylococcus aureus (MRSA) Bacteraemia were reported in April 2020: root cause analysis (RCA’s) have been commenced to
determine avoidability: the Trust has a Zero Tolerance approach to avoidable MRSA Bacteraemia.
5 TA Escherichia coli (E.coli) bacteraemia were reported in April 2020 and reviews are in progress. 3 TA Methicillin-sensitive Staphylococcus aureus (MSSA)
(Case review in progress), 3 TA Klebsiella and 1 TA Pseudomonas bacteraemia were reported in April 2020.
Never Event
One Never Event was reported in April: Category – Misplacement of a nasogastric tube. The investigation is underway.
Category 2 Pressure Ulcers
We have been unable to validate this data.
Category 3-4/ Un-stageable Pressure Ulcers
Due to the current COVID situation the data has not been validated for the month of April.
Falls
0 falls were reported as serious incidents (SI) in April.
Complaints
The Trust received 10 formal complaints. Analysis of the 10 new complaints has shown that Clinical Treatment (6) and Administration (2) were the top two
themes.

The main themes across all of the Patient Advice and Liaison Service (PALS) received were administration (45), communication and consultation (63) and clinical
treatment (34). The GP PALS response rate has decreased this month. We continue to discuss regularly with the teams for those areas to ensure we are
providing a swift response to the concerns raised.
Due to COVID-19, there weren’t any resolution meetings conducted in April.
57% of complaints closed in April were responded to within 25 days. Of the complaints closed in April; 1 was well founded and 4 were partially well founded.
We are awaiting outcomes for 2 complaints; these are being actively sought.
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Clinical Effectiveness

22/05/2020
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Clinical Effectiveness – Trends
IN YEAR TREND
Crude Mortality

Overall Perioperative Risk Adjusted
Mortality (30 day & in-hospital)

% of medical ward admissions with > 4
triggers

•

Overall Perioperative Complication Rate

Mortality of medical ward admissions with >
4 triggers

•
•

Crude mortality percentage has increased in
April 2020 and is higher than the same time last
year. 128 of the 188 deaths were related to
COVID-19.
Over the first four months (Jan – Apr) 2020 there
have been 599 deaths compared with 559 for the
first four months of 2019.
An increase of 40 (7%)

IN YEAR TREND

Maternity –
For development

Stroke –
For development

Cardiac Care –
For development
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Clinical Effectiveness – Forward Look / Commentary
Graphical / Visuals – For development
•

Trust mortality (crude percentage of admissions), Hospital Standardised Mortality Ratio (HSMR - 56 diagnosis groups) and the national Summary Hospital-level Indicator (SHMI) are all as expected. SMR
(all diagnosis groups) remains higher than expected.

•

A detailed review of the trusts position has been undertaken. This highlighted a number of data and process issues, challenges around capacity (especially in the emergency pathways), patient safety and
also areas of clinical concern. An action plan has been developed and presented to EMC in January 2020. Of note many of the work streams have had to be paused during the COVID pandemic and are
now being re-energised. Given the retrospective nature of the data and the rolling 12 month time frames they cover we would expect to start seeing an impact in the June / July board report.

•

In surgery, perioperative risk adjusted mortality is higher than expected whereas complications remain better than expected overall. Interventional Cardiology peri- procedure reported mortality remains
higher than expected.

•

In Medicine, the management of the deteriorating patient continues to be key areas of focus, aligned to trust priorities and working with colleagues in various sub-specialty areas of medicine to implement
tangible changes in practice, process and care to improve outcomes.

•

Crude mortality percentage has increased in April 2020 and is higher than the same time last year. 128 of the 188 deaths were related to COVID-19. Over the first four months (Jan – Apr) 2020 there have
been 599 deaths compared with 559 for the first four months of 2019. An increase of 40 (7%). Please note the next national SHMI publication for February 2019 to January 2020 will be published in June.
The Mortality Surveillance Group (MSG) and ME process has been on hold during the pandemic.

•

Perioperative Risk Adjusted mortality is higher than expected in March whereas Perioperative complications for our overall case-mix is better than expected. Interventional cardiology continues to alert
for peri-procedure mortality. This represents 8 deaths. A regular review process has been implemented with monthly coding reviews and a more robust follow up on outstanding SJR within cardiology to
give assurance. To date no adverse clinical care has been identified. This will continue to be monitored.

•

The number of medical inpatients with 4 or more adverse triggers continues to be higher than the UK Norm. The mortality rate for medical inpatients with 4 or more adverse triggers is in line with the UK
norm in March 2020. The same 4 triggers (Sepsis, Hospital acquired pneumonia (HAP), Acute kidney injury (AKI) and Shock or cardiac arrest) are consistently above the UK norm. Working groups for HAP,
AKI and sepsis have been developed, working with CRAB and EPR (Electronic Patient Record) to develop early warning tools to identify patients at risk, a business case is being prepared for additional
specialist nurses in these areas to help identify and intervene in these patients groups and to provide support and training to ward based teams. Much of this work has been paused during the trusts
escalated response to the COVID pandemic.

•

A decision was taken to temporarily suspend the Midwifery Led Unit (MLU) services as part of the COVID 19 planning to cohort all midwifery and support staff on Delivery Suite (DS) to manage both HOT
and COLD women. MLU has been opened on a few occasions as part of capacity management plans. The homebirth rate has doubled in the month with many more women choosing home as their place
of birth. The elective caesarean (CS) rate increased in month. A review of all cases identified an increase in first pregnancies having elective CS but that all cases were appropriate.

•

The Myocardial Infarction National Audit Programme (MINAP) data continues to demonstrate excellent compliance against its access target for M12, with its rolling statistics remaining within the top
performing organisations nationally. 2 breaches impacting on the Call to Balloon target for March due to availability of South Central Ambulance Service (SCAS resources as the Coronavirus Pandemic took
hold.

•

The Stroke Sentinel National Audit Programme (SSNAP) have suspended some of the data collection in the wake of COVID-19, this is due to the time pressures and resources required by clinical teams to
collect and analyse the data. Therefore not all reporting metrics are available.

•

4 hour Acute Stroke Unit (ASU) target has improved this month due to reduced demand and increased bed capacity, but also significantly improved efficiency of transfer of care.
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Patient Access
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Patient Access - Trends

Regional Monthly A&E Performance
RBH – Red line

Regional A&E 12 Hour Performance
RBH – Red line

•

A&E attendances are significantly down as
a result of COVID-19 – However beginning
to slowly increase again during May.

•

Performance against 4 hour slow to
respond while balancing new ways of
working, but increasing during May.

•

Stranded and Super Stranded numbers
have reduced significantly. As part of the
Trusts COVID response we have
introduced the Hospital Discharge Service
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Patient Access – Forward Look

Referrals by Source

Referrals by Priority

RTT Incomplete

Outpatient Appt by Type

•
•
•

•

Referrals have dropped across all sources and the impact of this can be seen
in the early part of the RTT PTL.
Face to Face appointments have halved – with virtual appointments
increasing 5 fold.
Look forward. Lower demand and increase in focus on those (routine)
patients amenable to virtual appointment – and large increase in triage – will
mean a more acute therapeutic waiting list. We should not expect the RTT
PTL to normalise for at least 4 months from returning to more normal running.
With clearance of the tail / backlog expected to take significantly longer.
Work to develop a Master PTL – a transparent list covering all patients
waiting, not just those who meet RTT criteria – is underway. A first cut is
expected within weeks however data clean up is expected to take a number
of months.
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Workforce, Staffing & Development

Invest in our Staff

• The response to COVID-19 has meant a number of rapid decisions needed to be taken to enable our staff
to continue to work safely and effectively. A few examples; The RBH Village. The Well Being Hub. The
rapid deployment of Microsoft Teams.

Cultivate Innovation
& Transformation

• Following the successful deployment of Brainomix eStroke, an AI which reads CT scans in suspected
stroke patients. The functionality is now available to the Stroke Team via mobile device – improving
both the on call arrangements and service the team is able to provide to the Trust. Work to investigate
how this work can be taken a step further to redesign the emergency stroke pathway has started with our
colleagues in the ambulance service.
• The RBFT has set up a Virtual COVID Ward, currently monitoring over 250 patients remotely. This has
been achieved by our development of the TICC-19 pathway which allows some patients to be sent home
with a sats probe. Receiving daily calls from our Ambulatory COVID clinic.

Development of
Integrated Services

• Connected Care, the ICP Record Sharing and System Intelligence Programme have rapidly designed,
developed and deployed a selection of tools to improve information availability in response to the COVID19 crisis. Anticipatory Care Plans: Electronic ReSPECT forms are now available within the Connected
Care clinical record (available to RBFT but clicking the Connected Care button within EPR)

22/05/2020
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Workforce, Staffing & Development – Forward Look & Trends
Graphical / Visuals – For development

Appraisal Rate – Covid response has impacted appraisal compliance in all Care groups apart from Estates and Facilities (which is still above 90%) managers and staff have been given
extensions to complete appraisals when the trust returns to ‘normal’ working.
Completed Mandatory Training – Covid response has seen a lowering of MAST compliance with Urgent Care (unsurprisingly) seeing the biggest drop in clinical areas. The L&D team
continue to enhance the digital offering – making MAST training easy to access.
Rolling 12-month Sickness Absence – Sickness in February remained at a similar rate since the increase in sickness absence going back to October 2019. MSK and
stress/anxiety/depression continue to be the main reason for absence. The Trust has been focusing on a number of wellbeing initiatives to support and encourage staff to disclose issues
relating to their mental wellbeing which whilst is of a concern does mean that staff requiring support are now coming forward and receiving this. Going forward into March and for the
foreseeable future it is likely that the sickness absence rates will continue to increase due to the number of staff either showing the symptoms of or being diagnosed with COVID-19. This
will be easily identifiable due to the recording procedure that has been put in place. Testing of staff and their family members will support this process and hopefully will follow the
trajectory across the country in the coming months.
Vacancy Rate – The vacancy rate had a slight increase by 1.0% in April due to COVID 19 and a review of start dates being put on hold for certain posts. All international flights have been
stopped so all international recruits will be on hold until further notice. The Trust is maximising opportunities for domestic recruitment and working collaboratively in the region on a
‘return to practice’ campaign. In April we recruited 44 Band 3 student nurses and 44 Band 4 student nurses, that started work with us in April. We have also hired 11 Midwifes Band 3
student nurses and 7 Midwife Band 4 student nurses recruited and have started in April for COVID 19. All student nurses that have been recruited have been employed into 6 months
fixed term contracts to help support the COVID-19 strategy plan.
Agency Spend – spend increased significantly in the month of April, following the demand of COVID for ICU. The result of increased demand for shifts were due to both patient
numbers, staff sickness and higher ratio of staff to patient than it would ordinarily be for ICU. The staff deployed to work from agencies were at a higher charge rate due to the skill sets
required. In addition to Nursing, there had been agencies deployed to work within Estates and Facilities that would not have been used previous to COVID and as a consequence has also
resulted in a higher agency spend within these areas.
Temporary Staffing are working closely with each department to manage the needs and requirements moving forward ensuring agency usage is minimised where possible.
Rolling 12-month Turnover – Trust turnover has remained stable throughout April. The ‘Happy App’ launched at the beginning of March across 4 wards for a pilot of 3
months. However whilst experiencing the pressure of the COVID 19 the wards had not used the Happy App the way we were expecting. The provider has agreed to give us a further 2
months free of charge service to help monitor staffing behaviour and gage more information out of feedback from staff members throughout COVID pressures. Throughout the COVID
19 crisis we have shared lots of information readily available for staff well-being and guidance around COVID 19 available for all to read or use.
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Exceptions / Deep Dive – Cancer Performance

Acute Leukaemia
Barin/CNS
Breast
Gynaecological
Haematological
Head & Neck
Lower GI
Lung
Sarcoma
Skin
Testicular
Upper GI
Urological
Other
All Cancers

Performance
100.0%
100.0%
97.8%
100.0%
98.2%
90.5%
98.8%
100.0%
100.0%
94.5%
100.0%
100.0%
97.5%
100.0%
97.3%

31 Day
No. Breach
0
0
3
0
1
2
1
0
0
9
0
0
6
0
22

No. Treated
0
6
135
26
57
21
80
36
0
165
0
39
237
12
814

Performance
100.0%
100.0%
91.4%
87.5%
62.5%
72.4%
65.6%
81.8%
100.0%
92.6%
100.0%
81.0%
86.1%
50.0%
85.0%

62 Day
No. Breach
0
0
5
1.5
6
4
11
3
0
8
0
4
20
2
64.5

No. Treated
0
0.5
58
12
16
14.5
32
16.5
0
108
4
21
144
4
430.5

•

At Trust level – all cancer standard have been achieved for Quarter 4

•

31 and 62 Day tumour site breakdown can be seen to the left.

•

Performance for April and May is expected to be significantly affected
by COVID-19. With Referral, First Seen, 31 day and 62 Day all seeing
a c.50% reduction in activity in April.

•

As ‘Low Volume’ standards – we will struggle to achieve compliance
across all cancer standards as a result of reduced denominator.

•

Across the 3x headline standards (2WW, 31 FDT, 62 FDT) we have not
seen an increase in the number of patients breaching the waiting times
standards. In each standard the number of breaches is down over a
typical month.

•

Achievement of standards across Q1 is considered unlikely and work
has commenced to assess potential impact of latent demand and
potential recovery options.

•

Note: the above focuses on the reporting of the performance standards.
At a patient level clinical prioritisation is taking place in discussion with
patients where appropriate and treatment are continuing where safe.
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Exceptions / Deep Dive – COVID-19. System Intelligence

•

Pulling data from the Connected Care
Intelligence environment, supplemented
with enhanced RBFT and FPH COVID
testing data, GP, OOH and 111 suspected
cases data – the team have developed a
number of views that are expected to
support teams to better understand the
impact to the local population.

•

Work to harness the intelligence gathered
and match to the wider Connected Care
dataset is underway to deploy planning
tools and case finding tools which are
expected to support our recovery phase.
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Health and Safety Indicators
Health and Safety Indicators
Incidents

Actual
May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

DoT

2
66
32
13
11
2
1

2
79
33
14
20
8
4

1
86
29
12
30
7
1

2
54
23
12
5
7
0

3
62
24
13
8
7
1

3
64
23
18
7
7
3

2
81
37
12
18
6
1

2
66
29
12
15
5
1

1
72
27
12
13
5
1

2
93
45
16
15
9
2

0
58
28
13
7
4
0

2
40
14
7
3
1
1

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Manual Handling non patient every 3 years

91.5%

92.7%

94.1%

93.6%

93.3%

92.2%

93.2%

93.0%

93.1%

90.8%

Conflict Resolution
Fire (Annual)
Nursing and AHP Manual handling training
every 3 years

80.6%
87.4%

83.9%
88.3%

84.7%
88.0%

86.2%
87.8%

86.6%
86.5%

84.5%
85.9%

86.4%
85.7%

84.0%
85.0%

83.1%
85.3%

82.3%
84.9%

89.8%

90.7%

91.3%

90.9%

90.0%

88.6%

88.8%

90.2%

91.1%

Doctors manual handling training every 3 years

74.5%

75.7%

73.4%

74.3%

72.1%

70.6%

70.6%

71.6%

-

-

-

-

89.6%
25

89.7%
41

91.0%
17

90.7%
24

RIDDOR reportable Incidents
Total non clinical incidents reported
Abuse/V&A (Patient to staff)
Body fluid exposure/needle stick injury
Building works
Slips and Trips
Musculoskeletal - Inanimate object

Staff receiving H&S related training

Health and Safety Training
Health and Safety inspections/advisory visits

Health and Safety Indicators
Civil and Enforcement
Personal Injury claims
Interaction with Regulators

Target
variance

Target
Month

+/-

▲
▼
▼
▼
▼
▼
▲

-

-

Apr

DoT

Month

+/-

90.9%

90.7%

▼

>

90.0%

0.7%

80.4%
82.2%

79.8%
81.0%

▼
▼

>
>

90.0%
90.0%

-10.2%
-9.0%

90.7%

90.7%

90.0%

▼

>

90.0%

0.0%

72.2%

73.8%

70.5%

69.6%

▼

>

90.0%

-20.4%

91.0%
19

91.5%
17

91.1%
5

90.8%
0

▼
▼

-

-

Target

Target
variance

Actual

Target Type

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

DoT

Month

+/-

0
0

1
0

1
0

0
0

0
1

1
0

0
0

0
0

1
0

0
1

0
1

0
1

◄►
◄►

-

-

Target Type: N - National / L - Local / H - Hospital

22/05/2020

Integrated Performance Report
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Health and Safety Indicators

The Overall RAG rating (Red, Amber, Green) is a subjective risk rating determined by the Head of Estates. By using a variety of records and information, it is an agreed
but subjective view of the key item as an overall risk view. The Datix risk assessment accounts for entries which highlight a particular risk in that key item category
and using the Datix matrix for scoring.

22/05/2020

Integrated Performance Report
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National Indicators
National Indicators

Actual
Feb

Mar

Apr

Meeting the C.Diff objective

4

3

1

C.Diff due to lapses in care

0

0

49

52

0

0

C.Diff (Cummulative)
MRSA
Ecoli (trust acquired) infections
Pressure Ulcer Incidence per 1 000 bed days
Category 2 Pressure Ulcers
Category 3 or 4 avoidable pressure ulcers (SI)

Target
variance

Target
DoT

Target
Type

Month

+/-

▼

N

TBC

-

◄►

N

TBC

-

1

▼

N

TBC

-

2

▲

N

0

2

9

5

5

◄►

N

-

-

0.58

0.44

0.59

▲

N

1.00

-0.41

12

9

▲

N

-

-

2

0

◄►

N

0

-

Patient Falls per 1 000 bed days

3.87

4.98

4.32

▼

N

5.00

0.68

Patient Safety Incidents/100 Admissions

9.1%

10.3%

15.4%

▲

N

7.0%

8.4%

0

0

1

▲

N

0

1

% of relevant staff who have had Safeguarding Children Level 1 Training

92.0%

0.0%

0.0%

▲

N

95.0%

-3.0%

Friends and Family Test (FFT) Response Inpatients

40.1%

◄►

N

30.0%

10.1%

FFT Recommendation Rates Inpatients

99.6%

99.8%

▲

N

98.0%

1.6%

FFT Recommendation Rates Maternity

95.3%

98.9%

▲

N

95.0%

0.3%

Never Events

Single sex accommodation - breaches (Excluding Emergency Department
Observation Bays)

88

0

0

▼

N

0

88

18 Weeks: incomplete pathways (%)

92.2%

88.5%

81.5%

▼

N

92.0%

-10.5%

18 Weeks: incomplete pathways (number)

31502

31695

0

▲

N

-

-

Diagnostics Waiting < 6 weeks (DM01) (%)

99.1%

0.0%

0.0%

▲

N

99.0%

0.1%

Percent of Ambulatory Care of Non elective Admissions

19.5%

17.0%

18.2%

▲

N

-

-

Number of Delayed Transfers of Care (No. of patients)

126

0

0

▲

N

-

-

1083

0

0

▲

N

-

-

0

▼

N

0

-

Number of Delayed Transfers of Care (Lost bed days)
Delayed Transfers of Care (%)

0
6.5

7.8

0.0

▲

N

-

19.5%

17.0%

18.2%

▲

N

-

-

0.0%

0.0%

0.0%

◄►

N

5.0%

-5.0%

◄►

N

0

0

80.6%

84.3%

88.3%

▲

N

95.0%

-6.7%

Ambulance Handover : 30 Minutes

125

143

▲

N

0

125

Ambulance Handover : 60 Minutes

11

15

▼

N

0

11

Cancer 2 week wait: cancer suspected

97.2%

96.9%

93.1%

▼

N

93.0%

0.1%

Cancer 2 week wait: breast patients

98.9%

98.0%

96.8%

▼

N

93.0%

5.9%

Cancer 31 day wait: to first treatment

97.1%

98.6%

96.6%

▼

N

96.0%

1.1%

Cancer 31 day wait: drug treatments

100.0%

100.0%

100.0%

◄►

N

98.0%

2.0%

97.3%

93.9%

100.0%

▲

N

94.0%

3.3%

94.9%
100.0%

95.7%
50.0%

75.0%
0.0%

▼
▼

N
-

94.0%
-

0.9%
#VALUE!

62 Day GP Ref

81.9%

86.6%

80.7%

▼

N

85.0%

-3.2%

62 Day screen Ref

92.3%

93.8%

72.7%

▼

N

80.0%

12.3%

7

16

0

▲

N

0

-

Average non-elective length of stay - excluding 0 day LOS (Length of Stay)
Percent of Ambulatory Care of Non elective Admissions
Cancelled Ops not re-scheduled < 28 days (%)
Urgent Operations Cancelled 2nd time
A&E 4hr Limit (RBH combined)

Cancer 31 day wait: surgery
Cancer 31 day wait: radiotherapy
62 day consultant upgrade: all cancers

Incomplete 104 day waits

0
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National Indicators
National Indicators

Actual

Target
variance

Target

Feb

Mar

Apr

DoT

Target
Type

Month

+/-

Fractured Neck of Femur: Surg in 36 hours

61.1%

67.9%

100.0%

▲

N

85.0%

15.0%

VTE Risk Assessment

95.7%

0.0%

0.0%

▼

N

95.0%

0.7%

58
1

78
1

0
0

▲

N
N

-

-

1.7%
0.0%

1.3%
0.0%

0.0%
0.0%

▼
▼

N
N

95.0%

-33.0%

84.0%

77.0%

87.0%

▲

N

90.0%

-3.0%

Proportion of patients spending 90% of their inpatient stay on a specialist stroke unit
(national target)

0.0%

0.0%

0.0%

▲

N

80.0%

4.0%

Proportion of stroke patients scanned within 12 hours of hospital arrival

0.0%

0.0%

0.0%

▼

N

0.0%

95.0%

92.0%

95.0%

91.0%

▼

N

90.0%

1.0%

0

0

0

▲

N

14

4.0

94.0%

100.0%

100.0%

◄►

N

95.0%

5.0%

90.0%

VTE Incidence (Hospital & Community Acquired)
Datix: Number of VTE Incidence (Hospital Acquired)
Datix: % VTE Incidence (Hospital Acquired)
Seen by Stroke Consultant within 14 hours
Proportion of patients admitted directly to an acute stroke unit within 4 hours of
hospital arrival

Proportion of people with high risk TIA fully investigated and treated within 24hrs
(IPM national target)
Average Length of Stay (LOS) from admission to discharge (days)
Door to needle time <60mins

▼

92.0%

84.0%

▲

N

95.0%

-5.0%

Myocardial Ischaemia National Audit Project (MINAP): Call to Balloon target less of
than 150 minutes

100.0%

88.0%

◄►

N

82.0%

6.0%

Myocardial Ischaemia National Audit Project (MINAP): Call-to-Balloon target of less
than 120 minutes

88.0%

75.0%

▼

N

86.0%

-11.0%

100.0%

100.0%

◄►

N

97.0%

3.0%

100.0%
13.8%

100.0%
17.0%

100.0%
17.1%

◄►
▲

N
N

98.0%
12.0%

2.0%
5.1%

Proportion of S&LT communication assessments <72 hrs

Myocardial Ischaemia National Audit Project (MINAP): Door-to-Balloon target of less
than 90 minutes
Women giving birth: 1:1 delivery of care
Caesarean Sections - Elective
Homebirths - No of deliveries (proportion of total)
MLU No of deliveries (proportion of total)
No of times women diverted
Percentage of Unexpected NICU admissions over 37 weeks

3.0%

2.0%

4.3%

▲

N

4.0%

0.3%

10.0%

9.0%

0.7%

▼

N

20.0%

-19.3%

0
6.1%

0
6.9%

0
1.9%

◄►
▼

N
N

0
5.0%

0
-3.1%
-

411

394

421

▲

N

-

Singleton pregnancy births 16+0-23+6 weeks

0.0%

0.0%

0.0%

◄►

N

-

-

Singleton pregnancy from 24 weeks to 36+6

6.5%

4.2%

5.4%

▲

N

8.0%

-2.6%

Number of births

0.0%

0.0%

0.0%

◄►

N

-

-

0.0%
92.9%

0.3%
92.2%

0.5%
86.5%

▲

N
N

95.0%

8.5%

88.7%
3.5%

88.2%
3.5%

0.0%
3.6%

▼

N
N

90.0%
3.3%

90.0%
-0.3%

5.7%
3.7%

4.3%
3.5%

5.3%
6.1%

▲
▲

N
N

6.0%
3.0%

0.7%
-3.1%

Rolling 12 month Workforce Turnover

13.3%

13.1%

13.2%

▲

N

13.0%

-0.8%

% Fill rate of Registered Nurse Shifts (RN)

94.6%

92.5%

91.1%

▼

N

90.0%

1.1%

101.8%

95.4%

91.5%

▼

N

90.0%

1.5%

Percentage babies born < 3rd centile > 37+6 weeks gestation
Percentage of babies born >39+6 and <10th centile
Appraisal rate
Completed Mandatory Training
Rolling 12 month Sickness absence
Vacancy rate
Agency spend % of total staff cost

% Fill rate of Care Support Worker Shifts (CSW)

▼
▲
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1

Summary

1.1

The Trust has reported results £(2.52)m behind revised NHS Improvement (NHSI) Control
Total
(a) Performance against budget is £1.56m favourable
(i)

Income £3.93m ahead of plan. This is largely driven by:
(a) Block income under COVID-19 financial regime higher than planned income
level £1.36m
(b) Top up income accrued to return the Trust to breakeven £2.57m

(ii)

Pay £(2.03)m over budget driven by:
(a) Nursing £(1.54)m and Medical £(0.34)m
(b) This overspend relates to COVID-19 response and is covered by the top up
income

(iii) Non Pay £(0.34)m over budget driven by:
(a) Drugs £0.36m and Clinical Supplies £0.57m underspends due to activity levels
(b) Assumed QIPP in budget £(1.03)m
(c) The position on non-pay relates to COVID-19 response and is covered by the
top up income
1.2

Provider Sustainability Funding (PSF) is not available in 2020/21

1.3

Marginal Rate Emergency Tariff (MRET) has not been recognised in M01 as this is not
payable whilst top up payments are in place

2

Conclusion and Next Steps

2.1

The committee is asked to NOTE the report

3

Attachments

3.1

The following are attached to this report:
(a) Appendix 1 – Chief Finance Officer Report
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8. Finance – Achieving Financial Sustainability

CQC - Excellence / Integrity
CARE - Resourceful

Finance summary dashboard – Month 01, April, 2020/21

Red – diamond
Amber – triangle
Green - circle

Note: Green circle means actual is within +/-1% of plan, amber triangle is from 15%, and red diamond is more than 5% ahead of or adverse to plan

Note: Cash is £25.2m ahead of
plan, largely due to the revised
cash regime in operation for
M01-M07. The Trust has received
£34.78m block income in
advance for May

Note: Pay costs in March 2020 included £10.15m related to pension contributions
made on behalf of the Trust. This item was not cash related and not in the run rate
Note: c£4m of the actual and
committed capital ytd is due to
COVID-19 related capital awaiting
re-imbursement

Note: Increase in 0-61 days relates
to NHS receivables
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Key Messages from Chief Finance Officer
Month 01 2020/21
Income and Expenditure
•

•

Performance against control total
–

The Trust is operating under a revised Control Total regime for M01. As part of the response to COVID -19 the Trust is under a block funding arrangement for M01-07 (April –
October) which funds a breakeven position. This funding consists of a block payment and an adjustment, ‘top up’, to ensure br eakeven. The top up element is excluded from
performance against Control Total calculations and so shows as an adverse variance in M01. The Trust Use of Resources Rating is 3, the highest (best) rating available being 1,
the worst being 4

–

Overall financial performance reflects the hospital responding to COVID-19. The impact has been caused by significant numbers of staff who are self-isolating at home and ill
with the virus, departments that are unable to be fully productive due to elective surgery being cancelled and additional ITU capacity being provided which has a higher cost per
bed day compared to other bedded areas. The number of available beds has reduced due to a requirement for lower density bed s pacing, 4 bed spaces per bay versus 6 per bay
pre-COVID-19

Patient care Income
–

•

•

•

Patient income includes the main block payment of £34.23m alongside those items not included in the block. The block payment for April exceeds the original planned level of
income

Other Income
–

Other income includes the top up elements of COVID-19 funding. In total this is £3.12m (£0.55m adjustment to the originally notified block value based on Q4 2019/20
operating expenditure and £2.57m top up accrued to ensure breakeven)

–

The M01, April, pay position is £(2.0)m overspent against budget. Whilst underlying activity is lower than plan the additiona l costs of responding to the pandemic have
generated an overspend against plan. This cost has been recovered through the top up claim to NHSE/I

Pay

Non Pay
–

Non pay is overspent against plan by £(0.34)m in M01, April. As with pay this position reflects a significant reduction in activity based costs, drugs and consuma bles. However,
the level of QIPP assumed in the plan has generated an overall overspend, which has been claimed for re -imbursement as part of the COVID-19 response.
Balance Sheet

•

•

Cash position
–

The cash and cash equivalents held by the Trust is £25.20m above the planned level. This is driven by the receipt in April of both April and May block receipts £34.80m

–

As at the end of April the Trust has incurred £6.80m of expenditure, both operating and capital expenditure. There have been both regional and national reviews of COVID-19
claims for which approval and cash re-imbursement is awaited

Debtors
–

•

Creditors
–

•

Non NHS Debtor Days are within plan, where focused credit control continues to recover cash on balances in the overseas debt ledger. NHS Debtor Days are also within plan.
Creditor days have reduced against last month but remain over plan. Significant work has been undertaken under the Finance Matters continuo us improvement work to ensure
requisitions and purchase orders are generated before goods/services are delivered and the workstream is focusing on timely r eceipting to ensure payments are made in a
timely manner

Capital plan
–

At Month 01 the Trust has spent £2.48m of its capital programme (including £0.01m of donated capital). This is split between COVID-19 related capital and items continuing
from 2019/20. In addition commitments have been made for a further £6.81m.

–

The Trust is preparing to finalise the allocation of the £23.50m 2020/21 capital programme across the three main categories ( Estates, IM&T and Medical Equipment).

–

As noted in the separate capital paper this month, further work is under way with BOB ICS and regional and national NHSE/I te ams to secure additional capital headroom and
cash to fund our required capital programme which is currently not yet fully funded
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Trust Cash position M01 2020/21

Key messages
• Closing cash position is £50.04m, an increase of
£23.80m from the opening position
• The cash and cash equivalents held by the Trust is
£25.20m above the expected balance reported within
the budget. This is largely due to receipt of May block
payment in advance, £37.23m and offset by increased
expenditure related to COVID-19 for which reimbursement is awaited £(6.80)m
• The maximum cash level in month was £93.61m, and
the minimum was £33.39m
• Cash forecasting is refreshed weekly and kept under
close review by the CFO
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Patient Income Summary – Trust level M01 2020/21
Key messages
•
•

•

•
•

Red – diamond Amber – triangle Green - circle
•

YTD M01 Total Patient Income is £1.50m ahead of budget.
The most significant absolute variances within this are under performances of
£(3.86)m against Outpatient, £(2.12)m against Daycase and £(1.73)m against Non
Elective, offset by an over performance against Other Patient Income of £12.68m (see
below for details).
The COVID-19 situation has materially impacted upon all elective activity
(Daycase/Elective/Outpatients) within M01, with a collective shortfall vs budget of
£(7.66)m. This is offset by the COVID-19 Block funding arrangement in place with
commissioners with whom we have contracts. This funding mechanism will be in place
until at least October 2020 (at £34.23m+ £0.55m Top Up per month)
Within Outpatients it should be noted that Non Face To Face (NFTF) activity in M01
totalled almost 6,400, representing a 170% increase on the same month last year,
driven by the necessity to move activity off the Hot Covid site.
As noted above, there is over performance of £12.68m against Other Patient Income.
This is explained by the inclusion of a £13.70m adjustment to align Total patient
income value up from the value of actual activity seen in M01 to the COVID-19 Block
value.
Income from private patients is £(0.07)m behind plan with no activity of this type
currently being undertaken in line with the national Covid direction, whilst RTA
income is below plan by £(0.01)m due to lower levels of claims being registered.
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Other Income Summary – Trust level M01 2020/21
Key messages

Red – diamond Amber – triangle Green - circle

• YTD M01 Other Income is £2.43m ahead of plan.
• This is due to inclusion of £2.57m ‘Retrospective Top
Up’ (the COVID-19 Claim line in the table opposite),
which is additional income to bring the Trust to a
breakeven position.
• Income in respect of Education and Training is £0.19m
ahead of plan due to additional Training income that
has been received from HEE (Health Education
England).
• PSF (Provider Sustainability Funding) has ceased in
2020/21
• MRET (Marginal Rate Emergency Tariff) is not
applicable during the COVID-19 Block funding period.
The Grants actual value of £0.75m does, however,
include £0.55m of COVID-19 Top Up funding from
NHSE/I as part of the COVID-19 Block funding regime.
• The £(0.01)m of negative actual income against Other
operating income is largely due to payroll refunds to
staff in respect of parking permits, with free car
parking now in place for both staff and visitors in
response to the COVID-19 situation. As a result there
is an adverse Car Parking income variance of £(0.15)m
against plan.
• Note: In the graph opposite, the movement in
December was caused by the de-recognition of PSF,
whilst the March spike was due to an NHSI mandated
recognition of NHSE additional pension contribution
central funding.
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Pay Summary – Trust level M01 2020/21

Red – diamond
Amber – triangle
Green - circle

Key messages
• Pay is £(2.03)m overspent against budget in M01
• A COVID-19 top up claim of £2.03m has been submitted for pay
costs reimbursement
• The principal area of expenditure covered by this claim is Nursing
at £(1.54)m
• Medical pay was overspent in M01 by £(0.34)m and has been
reclaimed as above
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Nursing Pay – Trust level M01 2020/21

Red – diamond
Amber – triangle
Green - circle

Key messages
• The expenditure on Nursing Pay is above plan in month by £(1.54)m
• This overspend is largely attributable to COVID-19 pressures
• These costs have been removed from the care groups and are being
held centrally to offset the claim for reimbursement
• The bulk of this expenditure arose within Urgent Care Group
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AHP, Scientists and Pharmacists Pay – Trust level M01 2020/21

Red – diamond
Amber – triangle
Green - circle

Key messages
• The expenditure on AHPs, Scientists and Pharmacists is £(0.09)m
above plan in M01
• These costs are part of the claim for reimbursement for COVID-19
expenditure
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Medical Pay – Trust level M01 2020/21

Red – diamond
Amber –
triangle
Green - circle

Key messages
• The expenditure on Medical Pay is above plan by £(0.34)m in M01
• These costs are part of the claim for reimbursement for COVID-19
expenditure
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Administration Pay – Trust level M01 2020/21

Red – diamond
Amber – triangle
Green - circle

Please note the negative pay position in M10 (January) is due to
capitalisation of IM&T staff costs

Key messages
• Expenditure on Administration is under plan M01 by £0.15m
• Care Group underspend is £0.05m, (net of COVID-19 costs)
• In corporate areas underspend is largely driven by IM&T where costs
incurred have been included in the claim for reimbursement in response
to COVID-19 and not shown separately here
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Pay Summary - Agency – Trust level M01 2020/21
Key messages
• Agency spend has exceeded the NHSI
agency cap in M01
• This is due to COVID-19 response and has
formed part of the claim for
reimbursement
• The increase in other non-clinical is
driven by the use of agency staff to cover
absence levels within housekeeping and
portering due to COVID-19

Note: Increase in Agency WTE in Corporate Area is due to the recoding of
temporary staff into the Trust’s central Covid cost centre (Corporate – other)
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Non Pay Summary – Trust level M01 2020/21
Key messages
• Non Pay is overspent against budget in M01 by £(0.34)m
• Drug and consumable costs are significantly reduced and
within budget, £0.36m and £0.57m respectively
• Planned savings in M01, whilst not being monitored by NHSI
do form the underlying budget and have as a result pushed
non pay into an overspent position, which has been
submitted as part of the claim for reimbursement

Red – diamond
Amber –
triangle
Green - circle
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Additional Sessions – Trust level M01 2020/21
Key messages
• Due to the change to the Patchwork App-based booking system this detail is not available for M01 in the same format as
previously issued
• This information will be re-formatted and made available from M02, May, reporting
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COVID-19 Cost Profile– Trust level M01 2020/21
Key messages
• The Trust will submit, as part of M01 reporting to NHSI, a claim for reimbursement of costs associated with
COVID-19 that returns the Trust to break even for the month, £2.57m, in line with issued guidance during the
pandemic
• The values in the table below are the gross costs incurred by the Trust in responding to the pandemic during
March and April
• A capital return has been submitted for capital costs incurred in line with the table below
• The Trust is awaiting final confirmation of funding for capital works completed during March 2020 and for
programmes of work >£0.25m which have commenced or been completed relating to COVID-19

Type
Contract Activity Income
Private Patient Income
Income
Car Parking Income
Other Operating Income

March
April
(M12
(M01
2019/20) 2020/21)
£m
£m
0.20
0.41
0.05
0.11
0.05
0.15
0.00
0.05

Medical Staff
Nursing
PAMs
Pharmacists
Scientist and PTBs
Ancillary & Maintenance
Admin & Management

0.11
0.28
0.01
0.02
0.00
0.03
0.05

0.42
1.34
0.09
0.02
0.01
0.07
0.45

Drugs
Clinical Service & Supplies
General Supplies & Services
Non Pay
Establishment Expenses
Prem, Trans & Fixed Plant
Miscellaneous Services
Total COVID-19 Revenue Costs

0.17
0.24
0.03
0.03
0.09
0.03
1.39

0.08
0.81
0.00
0.00
0.29
0.00
4.30

Pay

March
April
(M12
(M01
2019/20) 2020/21)
£m
£m
Type
Estates
0.06
0.03
IM&T
1.31
0.67
Capital
Medical Equipment
0.04
0.59
Other
0.00
0.10
Total COVID-19 Capital Costs
1.40
1.39
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QIPP – Trust level M01 2020/21
Key messages
• QIPP reporting is not required by NHSE/I during the block funded period, as a result the information is not available for reporting in M01
• An update on QIPP programme progress will be included in the May, M02, report
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Appendices
Chief Finance Officer
Report
April 2020

Appendix (i)
Appendix (ii)
Appendix (iii)
Appendix (iv)
Appendix (v)

Statement of Comprehensive Income
Statement of Financial Position
Care Group and Corporate Financials
Use of Resources Risk Rating
Reconciliation of Reported Finances to Control Total Performance
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Appendix i: I&E Detail – Trust level M01 2020/21

Red – diamond
Amber – triangle
Green - circle
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– diamond Amber – triangle
Appendix ii: Balance Sheet, Cash & Capital – Red
Green - circle
Trust level M01 2020/21
Key messages

Balance Sheet movements/variances
• Non-current assets: £(51.70)m adverse to plan
due to :
• Revaluation of Trust estate £(12.0)m in
2019/20 after this plan was submitted
• Non adoption of IFRS16 (leases) which
would have seen leased assets
capitalised as of 1st April. This had been
assumed in the plan £(34.0)m
• Current Assets (excl cash): above plan by
£6.89m due to inventories £1.55m, receivables
£2.70m and accrued income £2.57m (COVID19 claim)
• Cash: movement caused by May’s income in
advance, £34.78m, and offset by COVID-19
expenditure awaiting re-imbursement
£(6.80)m
• Current Liabilities are £(19.39)m higher than
plan due to the following principal areas:
• Payments in advance £(34.78)m
• Non adoption of IFRS16 £16.65m
• Non Current liabilities are £24.87m favourable
to plan due to the non adoption of IFRS16
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Appendix iii: Care Group and Corporate Financials M01 2020/21

Red – diamond Amber – triangle Green - circle
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Appendix iv: Use of Resources Rating M01 2020/21
Key messages
NHSE/I do not require calculation of Use of Resources Rating in M01
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Appendix v: Reconciliation of Reported Finances to Control
Total Performance M01 2020/21
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Navigation Key
Legend for tables

Definition
Green rating: Unless otherwise specified, green means within 1% of plan/target (either
greater or less than) in Care Groups and on or better than plan in corporates
- In the case of cash and creditor days, there is no boundary on variances in excess of plan
(e.g. if creditor days target is 30 and actual creditor days are 31, this is will be green rated
and if creditor days are 56, this will also be green rated)
- In the case of debtor days, there is no boundary on variances less than plan (e.g. if debtor
days target is 30 and actual debtor days are 29, this is will be green rated and if debtor
days are 5, this will also be green rated)
- In the case of Capital, green means any result positive to plan
Amber rating: Unless otherwise specified, amber means between 1% and 5% of plan/target
(either greater or less than)
Red rating: Unless otherwise specified, red means 5% more than plan/target or 5% less than
plan/target

Better than last month
Worse than last month
No change from last month

Table metrics
1. All figures are in £’M to 2 decimal places unless otherwise specified
2. References to Plan refer to the Control Total as filed in May 2019 with NHS Improvement
3. Forecast is a rolling 2+10, 3+9 forecast and is updated each month to reflect the latest position
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Infection Prevention & Control Board Assurance Framework Gap
Analysis
5
Board of Directors
27 May 2020
Caroline Ainslie, Chief Nursing Officer
Jane Chandler, Deputy Chief Nurse
Simon Wells, Lead Nurse Infection Prevention & Control

Agenda item no:
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Purpose of the Report This report updates the Board on the new infection prevention and
control board assurance framework published by NHS England and
NHS Improvement on 4 May 2020. The report provides assurance
regarding the quality standards, identifying any gaps in assurance and
outlining the mitigating actions in place.



Report History

What action is
required?
Assurance

Executive Management Committee – 26 May 2020

The Committee is asked to note the report.
 Information

Resource Impact:



Discussion/input

Decision/approval

Not applicable

Relationship to Risk in Failure to provide the highest quality care
BAF:
6.
Strategic objectives This report impacts on (tick all that apply)::



Provide the highest quality care
Invest in our staff and live out our values
Drive the development of integrated services
Cultivate innovation and transformation
Achieve long-term financial sustainability
Not applicable

4. Governance

Well Led Framework applicability:
1. Leadership



2. Vision & Strategy



3. Culture

5. Risks, Issues &
Performance



6. Information
Management



7. Engagement



8. Learning &
Innovation

Confidentiality (FoI): Private

Public



Publication
Published on website
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1

Introduction

1.1

In 4 May 2020 NHS England & NHS Improvement published an infection Prevention
and Control Board assurance framework.

1.2

The board assurance framework supports healthcare providers to effectively selfassess their compliance with PHE and other COVID-19 related infection prevention
and control guidance and to identify risks.

1.3

This report outlines the quality standards and provides assurance to the Board that
the standards are being maintained and where there are any gaps in assurance, the
actions in place to mitigate the risks.

2

Quality Standards

2.1

There are ten quality standards outlined in the framework:
(a) Systems are in place to manage and monitor the prevention and control of
infection. These systems use risk assessments and consider the susceptibility of
service users and any risks posed by their environment and other service users.
(b) Provide and maintain a clean and appropriate environment in managed premises
that facilitates the prevention and control of infections.
(c) Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce
the risk of adverse events and antimicrobial resistance.
(d) Provide suitable accurate information on infections to service users, their visitors
and any person concerned with providing further support or nursing/medical care
in a timely fashion.
(e) Ensure prompt identification of people who have or are at risk of developing an
infection so that they receive timely and appropriate treatment to reduce the risk
of transmitting infection to other people.
(f) Ensure that all care workers (including contractors and volunteers) are aware of
and discharge their responsibilities in the process of preventing and controlling
infection.
(g) Provide or secure adequate isolation facilities.
(h) Secure adequate access to laboratory support as appropriate.
(i) Have and adhere to policies designed for the individual’s care and provider
organisations that will help to prevent and control infections.
(j) Have a system in place to manage the occupational health needs and
obligations of staff in relation to infection.

2.2

Within each quality standard there are a number of key lines of enquiry for Trust’s to
provide evidence against and identify any gaps in assurance and mitigating actions in
place.

2.3

Attached in Appendix 1 is the draft infection prevention and control board assurance
framework gap analysis.
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Areas to highlight
2.4

The infection prevention and control risk register will be updated to include any risks
regarding COVID-19. Patient pathways will also be reviewed should any risks be
identified regarding COVID-19.

2.5

There are two key lines of enquiry where partial evidence is available;
(a) All staff (clinical and non-clinical) have appropriate training in line with the latest
PHE guidance to ensure their personal safety and working environment is safe.
(b) All staff providing patient care are trained in the selection and use of PPE
appropriate for the clinical situation and on how to don and doff it.

2.6

These requirements are being reviewed by the Quality Governance Team

3

Conclusion and Next Steps

3.1

The Board is asked to note the report for assurance.

4

Attachments

4.1

The following are attached to this report:
(a) Appendix 1 – Infection prevention and control board assurance framework gap
analysis (draft).
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Infection Prevention & Control board assurance framework
1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility of service users and any risk posed by their environment and other service users

Key lines of enquiry
Systems and processes are in place to ensure:
Infection risk is assessed at the front door and this is
documented in patient notes

Evidence
Paper documentation / EPR / specific patient administration system (as used by the respective clinic
team).
Triage Clinical notes are present in patient's assessment documentation. The triage assessment is
based on PHE / Royal College guidance.

Gaps in Assurance

Mitigating Actions

As different administration systems are in use, it may be difficult for
Temporary Access to the systems can be obtained if
assurance to be provided if an assessor does not have access to these required.
systems.

Patients with possible or confirmed COVID-19 are not moved Paper documentation / EPR / specific patient administration system (as used by the respective clinic
unless this is appropriate for their care or reduces the risk of team) Clinical note detailing the rational / need for a patient's movement are present in patient's
transmission
documentation.

The rationale for a patient move to other clinical areas / side rooms is IPCT will review rationale for a patient(s) move where
not always documented in the patients Clinical documentation.
identified by IPCT or highlighted by a receiving / transferring
ward, to ensure it was appropriate. Any moves seen as
inappropriate would be reported on DATIX. Importance of
A DATIX report should also be entered if a patient move is required for specific clinical care needs (e.g.
documentation would also be raised at Operational
Cardiac Monitoring) that might require a patient to be moved from isolation.
meetings, IPCT Training and through Trust Communications.
Infection Prevention & Control advice / Clinical notes may also be present detailing the requirement for
patient isolation / movement to another clinical area etc. based on the COVID-19 Infection Risk.

Compliance with the PHE national guidance around
discharge or transfer of COVID-19 positive patients

Paper documentation / EPR / specific patient administration system (as used by the respective clinic
Prior to the COVID CAT team taking over the sending of letters to
The IPCT can provide paperwork records that details which
team) Clinical note. Transfer or patient discharge letters are present and provided for patient / carers / discharged patients whose results were not known at the time of
patients had had letters sent to them. Letters now sent by
Healthcare Establishment.
discharge, this was managed by the IPCT. Letters sent by the IPCT
the COVID CAT team are automatically recorded on EPR.
were not scanned on to EPR and therefore there is not formal clinical
documentation present on a patient's record to confirm that letters
(detailing the protocol the patient should follow at home in respect to
either their positive or negative result) had been sent.

Patients and staff are protected with PPE, as per the PHE
national guidance
National IPC PHE guidance is regularly checked for updates
and any changes are effectively communicated to staff in a
timely way

Trust COVID-19 Protocol. RBFT Intranet site / IPC Intranet site provide links .

Nil identified

RBFT Communications / Message of the day.
Trust PPE Posters with updated guidance are provided (old versions are archived).
Gold Command meeting notes. Emails detailing required changes in protocol / practice.

Changes to PHE guidance are brought to the attention of
boards and any risks and mitigating actions are highlighted

COVID-19 Readiness group minutes.
Gold Command meeting minutes.
IPC Meeting minutes.
Care Group Meeting minutes.

Nil identified

Risks are reflected in risk registers and the Board Assurance Care group / Trust Risk Registers / Corporate Risk registers.
Framework where appropriate

IPC Risk Register does not currently include COVID-19

Robust IPC risk assessment processes and practices are in
place for non COVID-19 infections and pathogens

Patient risk assessments may not be documented within Clinical note / Education and review by IPCT where a need is identified.
EPR.
Yearly IPC updates for all staff working clinically.

IPC Protocols .

IPC Risk Register to be updated.
IPCT Emails / Protocols are available that detail risk
mitigation actions.

EPR Care protocols are completed. EPR IPC Clinical notes.
Hand Hygiene audits on Meridian audit system.
Completed IPC C.diff Monitoring sheets and case review minutes.

Non-adherence to IPC protocols due to lack of knowledge or
breakdowns in practice.

Learning from RCA's / Outbreak reviews communicated to
the wider trust.
Patient pathways are reviewed should Infection Prevention
& Control issues be identified or raised by clinicians / users.

Audit records and reports are available and presented at IPCC / Care Group Governance meetings.
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2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections

Key lines of enquiry

Evidence

Gaps in Assurance

Systems and processes are in place to ensure:
Teams with appropriate training care for and treat patients
in COVID-19 isolation or cohort areas

Training records.

No complete formal records / documentation in place at a local / trust Patient reviews are undertaken when there are concerns
level to provide assurance that this training has been completed.
that lapses in care may have occurred: these reviews are
documented accordingly and findings / learning
communicated trust wide and to the Trust board.

Observations of practice by IPCT / Practice Educators to ensure compliance with Trust / National
Guidance.
Designated cleaning teams with appropriate training in
Training records.
required techniques and use of PPE , are assigned to COVID19 isolation or cohort areas

Training records not up to date

Mitigating

Train & educate new Agency staff in cleaning techniques.
Update & circulate information on Amber Cleans, use of
SoChlor and Clean colour coding.
Re-enforce cleaning regimes for amber cleaning to existing
staff, including waste removal.

Decontamination and terminal decontamination of isolation Trust COVID-19 protocol.
rooms or cohort areas is carried out in line with PHE national
guidance
PHE / National guidance. IPCT Emails.

Formal documentation that low risk (as per Spalding Classification)
reusable patient equipment has been decontaminated appropriately.

Patient pathway SOP'S. Facilities Team Cleaning records.

Vacated patient bed spaces / single rooms are visually
checked following completion of a terminal clean to ensure
visibly clean prior to next patient admission.
Full ward Deep Cleans are signed off by IPCT / Estates /
Ward Matron or designated deputy.

Ward records.
Procurement records inn respect to the ordering of appropriate Disinfectant solutions / wipes.
Completed Decontamination certificate attached to equipment that is to be returned to Equipment /
Mattress library.
Increased frequency of cleaning in areas that have higher
environment contamination rates as set out in the PHE
national guidance

Facilities Team Cleaning records. Ward records.
IPCT Communications if outbreaks / clusters are identified, resulting in restrictions being placed on a
ward / clinical area.
Trust IPC protocol.

Linen from possible COVID-19 patients is managed in line
with PHE national guidance with the appropriate precautions
PHE / National Decontamination guidance.
are taken
Single use items are used where possible and according to
IPC Training presentation.
Single Use Policy
Reusable equipment is appropriately decontaminated in line PHE / National Guidance.
with local and PHE national policy
Decontamination records held locally.

Re-enforce cleaning regimes for amber cleaning to existing
staff, including waste removal.

Nil noted

Decontamination Certification is absent from some items being
returned to Trust Equipment / Mattress Library.

Importance for completion of decontamination certification
highlighted at Operational meetings and via Internal
communications.

Monthly Facilities NCS audit reports.
Endoscopy & TSSU decontamination records. Locally held Decontamination / cleaning records.
Deep Clean sign off records.
Environmental audit reports. Decontamination Certification.
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3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance

Key lines of enquiry

Evidence

Gaps in Assurance

Systems and processes are in place to ensure:
Arrangements around antimicrobial stewardship are
maintained

External reports. Trust Board Reports.

Nil noted

Mitigating Actions

Care Group Governance reports, CQUIN Reports.
Support provided by Ward Pharmacists.
C.diff RCA reports.
Antimicrobial Pharmacist in post.
Prescribing guidelines available for clinicians via Microguide.
Mandatory reporting requirements are adhered to and
boards continue to maintain oversight

External reports.

Nil noted

Trust Board Reports.
Care Group Governance reports

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or nursing/medical care in a timely fashion
Key lines of enquiry
Systems and processes are in place to ensure:
Implementation of national guidance on visiting patients in a
care setting
Areas in which suspected or confirmed COVID-19 patients
are, where possible, being treated in areas marked with
appropriate signage and, where appropriate, with restricted
access

Evidence

Gaps in Assurance

Visitor information posters, Public Internet Visitor information, Social media posts, Trust
Communications.
Bed Management reports

Nil noted

Mitigating Actions

Nil noted

Trust approved signage evident on respective ward entrances.

Information and guidance on COVID-19 is available on all
Trust websites with easy read versions

Trust website links to NHS 111, PHE

Nil noted

Infection status is communicated to the receiving
organisation or department when a possible or confirmed
COVID-19 patient needs to be moved

Transfer / Discharge letter.

Communication regarding patient's suspected / confirmed status may Importance for communication of a patient's suspected/
be absent.
conformed infectious status highlighted a Silver Command.

Nurse handover record.
Operational meetings and via Internal communications.
EPR Documentation.
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5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to reduce the risk of transmitting infection to other people

Key lines of enquiry

Evidence

Systems and processes are in place to ensure:
Front door areas have appropriate triaging arrangements in Triage areas insitu at Hot / Cold ED receptions.
place to cohort patients with possible or confirmed COVIDOther clinical areas within the Trust who directly accept Emergency admissions also have a triage /
19 symptoms to minimise the risk of cross infection
pathway and SOP in place.
Patients with suspected COVID-19 are tested promptly
COVID-19 SOP and Patient testing pathway.

Gaps in Assurance

Mitigating Actions

Documentation regarding patient's suspected / confirmed status may
be absent.

Importance for communication of a patient's suspected/
conformed infectious status highlighted at Operational
meetings and via Internal communications.

Ni noted

COVID testing surveillance report. Patient case review when required.
RCA documentation when completed.
EPR / Clinical documentation.
Patients that test negative but display or go on to develop
symptoms of COVID-19 are segregated and promptly retested

COVID-19 SOP and Patient testing pathway.
COVID testing surveillance report. Patient case review when required.
RCA documentation when completed.

Inpatients who were admitted for non-COVID-19 reasons and
subsequently develop symptoms suggestive of a COVID-19 infection
might not be isolated / segregated in an appropriate time due to a lack
of side room availability, or because clinical staff are not aware of the
appropriate patient management protocol

EPR / Clinical documentation.

Patients that attend for routine appointments who display
symptoms of COVID-19 are managed appropriately

COVID-19 SOP and OPD testing pathway.
COVID testing surveillance report.

IPCT provide advice as to how to manage a suspected case if
a side room is not available.
Staff education / communications provided in respect to the
management of suspected cases.
Patient contact tracing is undertaken by IPCT if positive
patients who have not been isolated are reported.

Patient assessment / follow up documentation may be absent.

Communication to managers to remind of the processes in
place for identifying suspected cases and how they should
be managed.

Patient clinical documentation.
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6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of preventing and controlling infection

Key lines of enquiry

Evidence

Systems and processes are in place to ensure:
All staff (clinical and non clinical) have appropriate training Training provided by the Infection Prevention and Control Team & Practice Educators. Training video
in line with the latest PHE guidance to ensure their personal available as well as formal training
safety and working environment is safe
All staff providing patient care are trained in the selection
and use of PPE appropriate for the clinical situation and on
how to safely don and doff it
A record of staff training is maintained
ESR. MAST Report
Appropriate arrangements are in place that any reuse of PPE PHE Guidance / CAS alert available to staff involved in PPE reuse decision making.
in line with the CAS alert is properly monitored and
Clinical Innovations Group meeting minutes.
managed

Gaps in Assurance

Mitigating Actions

In complete training records

Operational Meetings used to share up dates as well as
message of the Day from the Communication Teams.
Training records being refreshed.

Nil noted

Gold / Silver meeting minutes.
Protocols in respect to Sessional use of PPE is available to staff.
Any incidents relating to the reuse of PPE are monitored and DATIX reports.
appropriate action taken
Review of PPE use in the event that an incident occurs.

Potential that PPE incidents might not be reported by staff.

Staff encouraged to report any potential PPE issues, so that
they can be investigated and appropriate actions taken.

Occupational Health / Health & Safety reporting.
Adherence to PHE national guidance on the use of PPE is
regularly audited

Observations of Practice.

Trust has a "being open" policy as part of the Values and
Behaviours Framework.

Absolute assurance can not be provided that all staff are using the
appropriate PPE at all times.

Regular ward reviews by Managers, Senior Nursing Team,
IPC and members of the Patient safety teams.

Review of current PPE protocol to ensure that it complies with current PHE guidance.
Safety Huddles / Handovers held by clinical areas prior to
commencing shift / finishing shifts.

Use of PPE and adherence to protocol includes within any Case review concerned with Nosocomial
Patient or Staff acquisition of COVID-19
Staff regularly undertake hand hygiene and observe
standard infection control precautions

Monthly Hand Hygiene audits reporting undertaken by all Clinical areas and reported at local,
Divisional, Directorate and Board levels.

Nil noted

Validation audits undertaken by IPCT s part of annual IPCT Audit plan.

Action plans and increased auditing is undertaken where
Non-compliance is observed.
Group / individual Education provided where required or if
requested.

IPCT Hand Hygiene Protocol
Staff (Clinical and Non-Clinical) are encouraged to challenge
non-compliance and take ownership at a local level.
Staff understand the requirements for uniform laundering
where this is not provided on site

Trust Uniform Policy.

Nil noted

PHE / Trust guidance in respect to laundering of Uniforms available.
Additional uniforms / clinical clothing supplied to staff who might not normally have access to
"uniform" and would otherwise wear personal clothing along with appropriate PPE.
Trust Communications.
IPCT Training Presentations.
All staff understand the symptoms of COVID-19 and take
Occupational Health FAQ’s distributed to ALL managers and staff with information on action to take
appropriate action in line with PHE national guidance if they with any positive COVID-19 symptoms and advice on return to work criteria.
or a member of their household display symptoms
PHE Guidance available to staff via Intranet site.

Information passed to staff by managers

Communication of Occ health FAQ’s by various forums
including message of the day to all staff and both Facebook,
& twitter to alert staff to the information available.
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7. Provide or secure adequate isolation facilities
Key lines of enquiry
Systems and processes are in place to ensure:
Patients with suspected or confirmed COVID-19 are, where
possible, isolated in appropriate facilities or designated
areas where appropriate

Evidence

Gaps in Assurance

IPCT Surveillance reports.

Documentation regarding patient placement on wards that have not Importance for communication of a patient's suspected/
been allocated as COVID-19 positive / suspected areas may be absent. confirmed infectious status highlighted at Operational
meetings and via Internal communications.

Trust Gold, Silver meeting Documentation.

DATIX report also advised where appropriate patient
placement may not be possible.

Bed Management reports.

Areas used to cohort patients with suspected or confirmed
COVID-19 are compliant with the environmental
requirements set out in the current PHE national guidance

Trust COVID-19 Protocol, COVID-19 Patient pathways / SOPs.

Mitigating Actions

Not all Bays on COVID-19 wards have doors that allow suspected /
confirmed cohorted areas to be completely segregated.

Adherence to Infection Control Precautions as per PHE /
National guidance.

COVID-19 Preparedness meeting minutes.
Segregation of suspected and confirmed patients.
Gold / Silver Command meeting minutes.
Bed spacing within suspected bays of at least 2m in order to
reduce the risk of transmission.

Bed Management / Operational meeting minutes.

Ward handover documentation to identify suspected /
confirmed cohort areas & single rooms.
Patient with resistant/alert organisms are managed
according to local IPC guidance, including ensuring
appropriate patient placement

IPC Protocols . EPR Care protocols are completed. EPR IPC Clinical notes. Completed IPC C.diff
Monitoring sheets and case review minutes. Audit records and reports are available and presented at
IPCC / Care Group Governance meetings.

Nil noted

8. Secure adequate access to laboratory support as appropriate
Key lines of enquiry
There are systems and processes in place to ensure:
Testing is undertaken by competent and trained individuals

Evidence

Gaps in Assurance

Mitigating Actions

BSPS have formal training records available to provide assurance that staff are competent to undertake No formal records currently available to provide assurance that staff
laboratory testing.
undertaking COVID-19 swabbing / specimen collecting have been
assessed as competent.

Patient and staff COVID-19 testing is undertaken promptly
and in line with PHE national guidance

COVID Testing reports. Patient EPR / Clinical notes. Occupational Health reporting.

Nil noted

Screening for other potential infections take place

Patient's EPR / Clinical record.

Nil noted

IPC Surveillance reports.
Weekly and Monthly IPC Microbiology reporting.
PHE DCS reporting.
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9. Have and adhere to policies designed for the individuals care and provider organisations that will help to prevent and control infections
Key lines of enquiry

Evidence

Gaps in Assurance

Systems and processes are in place to ensure:
Staff are supported in adhering to all IPC policies, including
those for other alert organisms

IPC Protocols, CMT / TCI Training records.

Nil noted

Mitigating Actions

IPC EPR Clinical notes. Observations of practice audit records.
Completed RCA documentation. IPC Annual Plan.
Action plans following identification of an Outbreak or "Period of Increased Incidence".

Any changes to the PHE national guidance on PPE are quickly Trust COVID-19 Protocol. RBFT Intranet site / IPC Intranet site provide links .
identified and effectively communicated to staff
RBFT Communications / Message of the day.

Not all staff may have access to Electronic resources

Changes in protocol / PPE practices are communicated at
Operational meetings and by "face to face" discussions
locally within clinical areas.

Not all staff may have access to Electronic resources

Changes in protocol practices are communicated at
Operational meetings and by "face to face" discussions
locally within clinical areas.

Trust PPE Posters with updated guidance are provided (old versions are archived).
Gold Command meeting notes. Emails detailing required changes in protocol / practice.

All clinical waste related to confirmed or suspected COVID- Trust COVID-19 Protocol.
19 cases is handled, stored and managed in accordance with
current PHE national guidance
RBFT Intranet site / IPC Intranet site provide links .
RBFT Communications / Message of the day.
Trust Waste disposal Posters with updated guidance are provided (old versions are archived).
Gold Command meeting notes.
Emails detailing required changes in protocol / practice.
Waste storage audits
PPE stock is appropriately stored and accessible to staff who PPE is stored locally within Clinical areas and is available at point of use.
require it
PPE Stock is also held centrally and replenishment is managed by Procurement / Materials
Management.

Nil noted

RBFT PPE management for the current COVID-19 Pandemic is managed by a designated Procurement
team and any highlighted / identified issues with PPE availability are raised through this team locally
and also at Board level via Sliver & Gold Command, as well as at daily Operational meetings with
Matrons / Clinical leads in attendance.
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10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Key lines of enquiry

Evidence

Gaps in Assurance

Staff in 'at risk' groups are identified and managed
appropriately including ensuring their physical and
psychological wellbeing is supported

COVID-19 Risk Assessment carried out by manager

Confirmation of R.A. being carried out by managers

Staff required to wear FFP reusable respirators undergo
training that is compliant with PHE national guidance and a
record of this training is maintained

Individual staff training records. Training provided by H&S team.

Mitigating Actions

Appropriate systems and processes are in place to ensure:

Staff absence and wellbeing are monitored and staff who are Staff Testing Process communicated to ALL managers who liaise with any staff off work
self-isolating are supported and able to access testing
Staff that test positive have adequate information and
support to aid their recovery and return to work

Occupational Health FAQ’s distributed to ALL managers and staff with information on action to take
with any positive COVID-19 symptoms and advice on return to work criteria

Communication of R.A. to all Managers and Staff with
instructions on actions to take completing the assessment.
Employee Relations monitoring the R.A. carried out across
the Trust
Staff who are required to use reusable respirators may not be aware Availability of Reusable Respirators is communicated to
that they are available for use and that fit training is required. There
Department managers / individual staff members. H&S team
may not be sufficient numbers of Respirators / filters available for staff and Procurement
to use.
Managers ensuring this information is provided to staff off work.

Communication to managers on a regular basis to remind of
the processes in place for staff testing and support.

Information passed to staff by managers

Communication of Occ health FAQ’s by various forums
including message of the day to all staff and both Facebook,
& twitter to alert staff to the information available.
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1

Background

1.1

The Compliance Framework published by NHS Improvement requires foundation trusts to
submit an Annual Plan each year. The Plan is used by NHS Improvement primarily to assess
the risk that a foundation trust may breach its Licence in relation to finance and governance.
NHS Improvement will also assess the quality of the underlying planning processes.

1.2

As part of the submission the Board is required to self-certify against a number of prescribed
statements as either ‘confirmed’ or ‘not confirmed’.

1.3

If the Board feels it is unable to fully certify a particular statement, the guidance states that
the Board
‘….should make an alternative declaration by amending the self-certification as necessary
and including any significant prospective risks and concerns the FT has in respect of
delivering quality services and effective quality governance and
…must provide a commentary explaining the reasons for the absence of a full selfcertification and the actions it proposes to take to address it.’
NHS Improvement may adjust the relevant risk rating if there are significant issues arising
and this may increase the frequency and intensity of monitoring for the Trust.’

1.4

The Board of Directors is required to confirm self-certification against the requirements of
General Condition G6 and Continuity of services 7 of the NHS Provider Licence and to
confirm the self-certification against FT4 and the Training of Governors, as appropriate.

2

Comment

2.1

The Board statements are listed in the appendices to this report, together with a
commentary, supporting the following declarations:
 General Condition 6 – Systems for compliance with license conditions – ‘confirmed’
 Continuity of services 7 – Availability of resources – ‘confirmed’
 FT4 Declaration – Corporate Governance Statement – ‘confirmed’
 Training of Governors – ‘confirmed’

2.2

The Board is invited to consider whether it is able to certify each statement or whether further
evidence is required. Should the Board be unable to fully certify then amendments to the
appropriate statement and supporting commentary should be considered.

3

Recommendation

3.1

The Board is recommended to self-certify that the four board statements for 2019/20 can be
marked as ‘confirmed’.

4

Attachments

4.1

The following is attached to this report:
 Self-Certification Statement for May 2020
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Declarations required by General Condition 6 (GC6) and Continuity of Services 7 (CoS7) of the NHS Provider Licence
Statement
1&2
General condition 6 - Systems for compliance with
license conditions (FTs and NHS trusts)

3

Lead
Nicky Lloyd,
Chief Finance
Officer

Commentary
Confirmed

Following a review for the purpose of paragraph 2(b) of
licence condition G6, the Directors of the Licensee are
satisfied that, in the Financial Year most recently ended,
the Licensee took all such precautions as were necessary
in order to comply with the conditions of the licence, any
requirements imposed on it under the NHS Acts and have
had regard to the NHS Constitution.
Continuity of services condition 7 - Availability of
Resources (FTs designated CRS only)
(a) After making enquiries the Directors of the Licensee
have a reasonable expectation that the Licensee will
have the Required Resources available to it after taking
account distributions which might reasonably be
expected to be declared or paid for the period of 12
months referred to in this certificate.
(b) After making enquiries the Directors of the Licensee
have a reasonable expectation, subject to what is
explained below, that the Licensee will have the
Required Resources available to it after taking into
account in particular (but without limitation) any
distribution which might reasonably be expected to be
declared or paid for the period of 12 months referred to
in this certificate. However, they would like to draw
attention to the following factors (as described in the
text box in section 3 below) which may cast doubt on
the ability of the Licensee to provide Commissioner
Requested Services.

Nicky Lloyd,
Chief Finance
Officer

Confirmed
Matters to draw to the attention of NHSI:
The Trust Board is assured that it will have the necessary
Required Resources assuming it is able to deliver the underlying
budgeted performance and hence will have access to the
incremental STF monies available. However, should performance
deteriorate then it is assumed action will be taken, including a rephasing of the capital programme, to mitigate the adverse impact
on available resources.
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Statement

Cont’d (c) In the opinion of the Directors of the Licensee, the
Licensee will not have the Required Resources
available to it for the period of 12 months referred to in
this certificate.

Lead

Commentary
Evidence:
i.
Management resources:
Executive roles all held by substantive appointments during
2019/20 and currently (May 2020).
Appointments in place for all non-exec roles
Workforce plan prepared as part of NHSI annual plan,
based on budget built specialty by specialty
ii.
Financial resources and financial facilities:
Use of Resources of assessment of 3 at year end 31
March 2020.
iii.
Personnel:
Workforce plan prepared as part of NHSI annual plan,
based on budget built specialty by specialty
iv.
Physical and other assets including rights, licences and
consents relating to their use
Principal facilities used by the Trust are owned by the
Trust. Lease / licence agreements in place for the other
facilities
v.
Working capital
Downside cash forecast for 2020/21 and associated
mitigating actions prepared and reviewed by Audit and Risk
Committee as part of the 2019/20 accounts preparation
and review. The Trust does not expect to go cash negative
in the year.

Nicky Lloyd,
Chief Finance
Officer
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Corporate Governance Statement (FTs and NHS trusts)
1 – Corporate Governance
Statement
1
The Board is satisfied that the Licensee applies those
principles, systems and standards of good corporate
governance which reasonably would be regarded as
appropriate for a supplier of health care services to the
NHS.
2
The Board has regard to such guidance on good corporate
governance as may be issued by NHS Improvement from
time to time.

Lead
Caroline Lynch,
Trust Secretary

Commentary
Governance arrangements follow best practice and are reviewed
against the NHSI Code of Governance and other guidance. The
system of governance is subject to review by internal and external
audit on an annual basis.

Caroline Lynch,
Trust Secretary

The Audit & Risk Committee receives an update at every meeting
from external auditors which includes NHSI advice issued. The
Chief Executive’s report to the Board also covers national reports,
advice and topics.

3

Caroline Lynch,
Trust Secretary

The Board is satisfied that the Licensee has
established and implements:
(a) Effective board and committee structures;

(a) A Board and Committee structure is in place and terms of
reference for each of the committees is reviewed on an
annual basis and submitted to the Board for approval.

(b) Clear responsibilities for its Board, for committees
reporting to the Board and for staff reporting to the
Board and those committees; and

(b) Terms of reference are set for all committees. Matters
reserved for the Board, as well as its role in general have
been agreed. All directors reporting to the Board have
responsibilities set out in job descriptions.

(c) Clear reporting lines and accountabilities throughout
its organisation.

(c) Organisational charts are in place for all corporate and care
group directorates which set out reporting lines and
accountabilities.

83

Statement
4
The Board is satisfied that the Licensee has
established and effectively implements systems
and/or processes:
(a) To ensure compliance with the Licensee’s duty to
operate efficiently, economically and effectively;

Lead

Nicky Lloyd,
Chief Finance
Officer

Commentary

a) The Trust’s internal control mechanisms and reporting
regime to NHS Improvement ensure that this is closely
monitored. The Trust is subject to internal and external
audit which also monitors performance in this area. Actions
to improve compliance identified in previous years have
been implemented. Consequently, the External Auditors
have confirmed in the year-end report compliance with
regards to this matter.
The Trust received a rating of ‘good’, in its Use of
Resources report from NHS Improvement, carried out
during 2019/20.

(b) For timely and effective scrutiny and oversight by the
Board of the Licensee’s operations;

Caroline Ainslie,
Chief Nursing
Officer /
Dom Hardy,
Chief Operating
Officer

b) The Trust Board receives a monthly Integrated Performance
Report. This is in addition to specific exception reports on
operational issues.

(c) To ensure compliance with health care standards
binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the
Care Quality Commission, the NHS Commissioning
Board and statutory regulators of health care
professions;

Caroline Ainslie,
Chief Nursing
Officer

c) The Trust has a governance structure linking the Board, key
committees charged with responsibility for oversight of
operations (the Quality Committee, Finance & Investment
Committee, Audit & Risk Committee and Workforce Committee,
Restructuring Oversight Committee), through to the Executive
Structure (the Executive, the Executive Management
Committee and the Quality Assurance and Learning
Committee, Executive performance meetings with Care Group
Clinical Governance and performance meetings). There are
clearly defined reporting lines and accountabilities between the
Board, its Committees and the Executive Management Team
within the overall governance structures of the Trust.

84

Statement
Cont’d
(d) For effective financial decision-making, management
and control (including but not restricted to appropriate
systems and/or processes to ensure the Licensee’s
ability to continue as a going concern);

Lead

Commentary

Nicky Lloyd,
Chief Finance
Officer

d) The Trust’s Standard Financial Instructions, Business Case
Policy annual planning process (including quarterly forecasting)
and cash management processes ensure the ability of the Trust
to continue as a going concern.
In addition, a specific paper to confirm going concern is
provided to the Audit & Risk Committee and Board as part of
adopting the year end accounts.

(e) To obtain and disseminate accurate, comprehensive,
timely and up to date information for Board and
Committee decision-making;

Nicky Lloyd,
Chief Finance
Officer

e) A monthly Integrated Board Performance Report including
quality, access, operational performance, staffing information,
exception reports and a Chief Finance Officer report is
produced for Board which outlines performance at Board level.
Prior to the Board, performance is monitored through a monthly
performance meeting with the Executive team and care groups.
However, the Trust acknowledges that improvements are
needed to assure itself as to data quality and has instigated a
programmatic approach to doing this which has been routinely
monitored by the Audit and Risk Committee of the Board.

(f)

Caroline Ainslie,
Chief Nursing
Officer

f) The Trust identifies key risks through the Board Assurance
Framework and the Corporate Risk Register. This identifies any
risk to compliance with the conditions of the license. The
Operational Plan sets out key risks.

Nicky Lloyd,
Chief Finance
Officer

g) The Board monitors delivery against financial plans through its
Finance & Investment Committee and through the Board with
particular focus on those areas identified of greatest risk. In
addition, the Trust undertakes a quarterly forecast as part of
our quarterly financial process to also assess delivery against
Business Plans supported by monthly performance reviews of
Care Groups and Corporate Departments.

To identify and manage (including but not restricted to
manage through forward plans) material risks to
compliance with the Conditions of its Licence;

(g) To generate and monitor delivery of business plans
(including any changes to such plans) and to receive
internal and where appropriate external assurance on
such plans and their delivery; and
Cont’d
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Statement

Lead

Commentary
A draft plan was submitted on 5 March 2020. However, with
the arrival of the COVID-19 pandemic, the planning process
was paused, instructed in a letter of the 17 March 2020 to
Trusts from Simon Stevens and Amanda Pritchard. A further
iteration of the plan, reflecting the new ‘block contract and ‘true
up’ (not worse off than prior to COVID-19 pandemic) income
regime will be submitted on 29 May 2020.

(h) To ensure compliance with all applicable legal
requirements.
5

Caroline Ainslie,
Chief Nursing
Officer

h) Legal obligations on the Trust are brought to the attention of
Directors.

(a) That there is sufficient capability at Board level to
provide effective organisational leadership on the
quality of care provided;

Caroline Lynch,
Trust Secretary

a) The Nominations and Remuneration Committee has
responsibility for overseeing the competence and capability of
the management team. On an individual basis, the Trust has an
appraisal system.

(b) That the Board’s planning and decision-making
processes take timely and appropriate account of
quality of care considerations;

Caroline Ainslie,
Chief Nursing
Officer /
Janet Lippett,
Chief Medical
Officer

b) The Board of Directors’ leadership of the Operational and
Strategic Planning processes includes a focus on quality
strategy and plans; Evaluation of CIP proposals require
completion of Quality Impact Assessments, which are signed
off by the Chief Medical Officer and Chief Nursing Officer. The
Board Quality Committee regularly monitors delivery of the
Quality Strategy and Quality priorities.

(c) The collection of accurate, comprehensive, timely and
up to date information on quality of care;

Caroline Ainslie,
Chief Nursing
Officer

c) Quality information is produced by Informatics prior to analysis
by the Care Groups, Committees and by the Executive. This is
triangulated through a collective meeting with all three care
groups and the Executive to discuss quality, finance and
workforce performance.

The Board is satisfied that the systems and/or
processes referred to in paragraph 4 (above) should
include but not be restricted to systems and/or
processes to ensure:
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Statement

Lead

Commentary

Cont’d (d) That the Board receives and takes into account
accurate, comprehensive, timely and up to date
information on quality of care;

Caroline Ainslie,
Chief Nursing
Officer

d) A monthly Integrated Board Performance Report including
quality, access, operational performance and staffing
information and a Finance report is produced for Board which
outlines performance at Board level and includes KPIs and
scorecard. Metrics are at granular level by theme and by
month with a commentary. Prior to the Board, performance is
monitored through a monthly performance meeting with the
Executive Team and Care Groups to discuss finance, quality
performance and workforce to discuss quality performance.
Ward to Board has been developed and the Trust has a ward
accreditation scheme. Exception reports are published for
consideration of the Board.

(e) That the Licensee, including its Board, actively
engages on quality of care with patients, staff and
other relevant stakeholders and takes into account as
appropriate views and information from these sources;
and

Caroline Ainslie,
Chief Nursing
Officer

e) The Trust drives engagement with key stakeholders through
the patient experience committees. Appropriate channels are
in place including: Patient Leadership Programme, Patient
Standing Conferences, Patient Groups, local and national
surveys, Friends & Family Test, PALS, patient stories reported
to Board and to our Commissioners. Regular meetings are in
place with local Healthwatch. A stakeholder engagement plan
ensures all interested parties are actively involved in the
identification and selection of the Trust’s quality priorities.

(f) That there is clear accountability for quality of care
throughout the Licensee including but not restricted to
systems and/or processes for escalating and resolving
quality issues including escalating them to the Board
where appropriate.

Caroline Ainslie,
Chief Nursing
Officer

f) At Board level, the Chief Medical Officer and Chief Nursing
Officer have joint responsibility for quality issues to the Board,
including assurance on quality governance. The monthly
Integrated Performance Report identifies and escalates key
quality performance issues to the Board. Within the
organisation, an incident reporting system is in place, with a
structure for the escalation of incidents to speciality Care Group
Clinical Governance meetings, the Quality Assurance and
Learning Committee and to the Executive and Board Quality
Committee.
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Statement
6
The Board is satisfied that there are systems to ensure
that the Licensee has in place personnel on the Board,
reporting to the Board and within the rest of the
organisation who are sufficient in number and
appropriately qualified to ensure compliance with the
conditions of its NHS provider licence.

Lead
Don Fairley,
Chief People
Officer

Commentary
The Trust Board is compliant with the NHS Improvement Code of
Governance in respect of appropriate numbers of Non
Executives/Executives.
The Trust is working to improve workforce planning capability to
ensure it has optimal staffing moving forward. Regular skill mix
reviews take place and adjustments made where required. The
Trust also ensures that robust pre-employment checks on all new
staff are carried out.

2 – Training of Governors
Statement
1
The Board is satisfied that during the financial year most
recently ended the Licensee has provided the necessary
training to its Governors, as required in s151(5) of the
Health and Social Care Act, to ensure they are equipped
with the skills and knowledge they need to undertake their
role.

Lead
Caroline Lynch,
Trust Secretary

Commentary
A comprehensive induction session is provided for all new
governors and for existing governors to refresh their knowledge. A
Governor Training and Development Programme for 2020-22 has
also been developed. Additional seminars are also held as and
when required. During 2019/20 Governors were also invited to
attend a bespoke training session provided by Governwell. All
governors are also given the opportunity to attend NHS Providers
days and Governwell programmes where relevant.
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Agenda Item 7.1

Minutes

Finance and Investment Committee
Thursday 19 March 2020
9.00 – 10.10
Boardroom, Level 4, Royal Berkshire Hospital
Members
Mrs. Sue Hunt
Mr. Dom Hardy
Mr. Brian Hendon
Mrs. Nicky Lloyd
Dr. Janet Lippett
Mr. Steve McManus
Mr. John Petitt
Mr. Graham Sims
In Attendance
Mr. Raghuv Bhasin
Mr. Mike Clements
Mr. Richard Jenkins
Mrs. Caroline Lynch
Mr. Andrew Statham
Mr. Matthias Winker

(Non-Executive Director) (Chair) (via conference call)
(Chief Operating Officer) (for minute 36/20)
(Non-Executive Director) (via conference call)
(Chief Finance Officer)
(Chief Medical Officer)
(Chief Executive) (up to minute 38/20)
(Non-Executive Director) (via conference call)
(Chair of the Trust)

(Interim Care Group Director of Operations, Planned Care) (for
minute 37/20)
(Deputy Director of Finance, Central Finance)
(Deputy Director of Finance, Contracts)
(Trust Secretary)
(Director of Strategy) (for minute 42/20)
(Business Planning and Development manager) (for minute 37/20)

Apologies
35/20 Declarations of Interest
There were no declarations of interest.
36/20 Minutes: 20 February 2020 & Matters Arising Schedule
The minutes of the meeting held on 20 February 2020 were approved as a correct record
and would be signed by the Chair.
The Committee received the matters arising schedule.
Minute 19/20: January Finance Update, including QiPPs Update: The Chief Finance
Officer advised that the Trust was working with Reading Borough Council in relation to car
parking offers. Due the current situation the Trust had also received a number of other
offers of support in relation to car parking.
Minute 25/20: Anaesthetics Machines Business Case: The Chief Finance Officer advised
that, due to the current situation, the original plan to purchase the new machines over the
Summer period was no longer practicable. However, due to the current COVID-19 situation
the suppliers lead time could increase. Therefore, it was proposed that the order was
placed as soon as possible to ensure supply. The Chief Finance Officer confirmed that the
need to purchase particular brands had been validated and machines in theatres and some
recovery rooms would be replaced. The Committee noted that estimated estates work
had been included in the business case.
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The Committee agreed that a recommendation should be submitted to the Board to
approve the business case at a cost of £2.8m subject to confirmation that finance,
operational and estates teams signed and approved the case.
Action: N Lloyd
37/20 Off Site Moves – ENT, Audiology and Plastic Surgery
The interim Care Group Director of Operations, Planned Care, introduced the report
[Section exempt under section 43].
A costed proposal had been received recently and this was within the expected range.
The Chief Finance Officer confirmed these costs were included in the budget. The
Committee agreed that a recommendation should be submitted to the Board to approve the
proposal.
Action: N Lloyd
38/20 COVID-19 Update
The Chief Finance Officer advised that guidance had been received from NHS
England/NHS Improvement (NHSE/NHSI) in relation to COVID-19. This included
suspension of elective activity. Finance governance would be maintained during this period
and any costs incurred in relation to COVID-19 would be subject to audit. All additional
related costs would be monitored to enable the Trust to seek reimbursement.
The Chief Finance Officer gave an overview of processes being undertaken in the Trust
including home working arrangements for staff and distribution of Personal Protective
Equipment (PPE).
The Committee noted that the Trust would receive payments for 2020/21 on 1 April and 15
April 2020 in order to avoid any liquidity issues. The Chief Finance Officer advised that the
Trust’s income for the first four months would be based on the run rate of the second half of
2019/20. It was noted that current agreed delegated authority levels would remain in place
during the COVID-19 situation. The Chair of the Trust advised that the Board would
continue to meet via video conferencing in order to maintain assurance during the current
situation. However, Board and Committee agendas would be reduced accordingly.
39/20 Board Assurance Framework/Corporate Risk Register
The Committee noted the Board Assurance Framework and the Corporate Risk Register.
These documents would be reviewed and updated as part of the COVID-19 recovery plan.
40/20 Demand and Capacity
The Committee noted the demand and capacity model that had been developed. The Chief
Finance Officer confirmed that the both clinical and operational teams had approved the
model. It was agreed that this would be reviewed in detail at a future meeting.
Action: N Lloyd
41/20 Pathology RBFT Site Development Update
The Committee noted the update. The Chief Finance Officer advised that this would
remain a high priority. The Chief Medical Officer gave an update on the process for testing
and advised that there had been some issues. However, processing mapping would be
undertaken. Berkshire Surrey Pathology Services (BSPS) were responding to challenges
as they arose.
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42/20 Digital Transformation Partnership Memorandum of Understanding (MoU)
The Director of Strategy introduced the MoU [Section exempt under section 43].
43/20 February Finance Update, including QiPPs Update and Draft Budget 2020/21
The Committee noted the February finance update. Performance was £6.13m behind the
Control Total for the year to date at a deficit of £8.92m compared to £2.79m deficit target.
The Chief Finance Officer highlighted that the Board had approved the budget for 2020/21
at its February meeting. Following this, work had been undertaken with Buckinghamshire,
Oxfordshire and Berkshire West Integrated Care System (BOB ICS) colleagues to consider
how to reduce the combined gap to the NHS England and NHS Improvement (NHSE/I)
Trajectory. A further challenge of £10m has been accepted by the Senior Leadership Group
of BOB ICS. Therefore, the total challenge was £53m improvement plans compared to the
plans originally submitted. The Trust had accepted an arbitrary share of the £53m
improvement and filed a submission which showed a position of a £1.35m surplus
excluding donated assets. The Committee agreed that a recommendation should be
submitted to the Board to approve the budget for 2020/21 noting the risk to budget and that
this excluded COVID-19 related costs.
Action: N Lloyd
44/20 Emergency Department Refurbishment Options
It was agreed that this item would be deferred for discussion at a future meeting.
Action: D Hardy
45/20 Work Plan
The work plan was noted.
46/20 Key Messages for the Board
Key issues to draw to the attention of the Board included: Recommendation to approve the proposal for ENT, Plastics and Audiology services
to be partially relocated [Section exempt under section 43].
47/20 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 23 April 2020 at 9am.
SIGNED:
DATE:
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Finance and Investment Committee
Tuesday 7 April 2020
9.00 – 9.10
Video Conference Call
Members
Mrs. Sue Hunt
Mr. Brian Hendon
Mrs. Nicky Lloyd
Mr. Steve McManus
Mr. John Petitt
Mr. Graham Sims

(Non-Executive Director) (Chair)
(Non-Executive Director)
(Chief Finance Officer)
(Chief Executive)
(Non-Executive Director)
(Chair of the Trust)

In Attendance
Mr. Mike Clements
Mr. Don Fairley
Mr. Richard Jenkins
Mrs. Caroline Lynch
Ms. Helen Mackenzie
Mr. Andrew Statham

(Deputy Director of Finance, Central Finance)
(Chief People Officer)
(Deputy Director of Finance, Contracts)
(Trust Secretary)
(Non-Executive Director)
(Director of Strategy)

Apologies
48/20 Declarations of Interest
There were no declarations of interest.
49/20 Lynden Hill Clinic Neuro-Rehabilitation Care Contract
The Chief Finance Officer introduced the proposal to secure temporary provision of 20
neuro-rehabilitation/other appropriate rehabilitation beds at Lynden Hill Clinic as part of the
Trust’s COVID-19 escalation plan for a four-month period. [Section exempt under section
43]. The would be reclaimed via the national NHS England/NHS Improvement revenue
COVID-19 process.
The Committee noted that this would free up space at the Reading and Newbury sites for
acutely ill patients and would also protect vulnerable patients for neuro or musculo-skeletal
(MSK) related rehabilitation. The Chair queried whether the contract provided value for
money and whether there were other facilities available. The Deputy Director of Finance,
Contracts, advised that the original quote provided had been negotiated to an improved
rate. The Director of Strategy advised other facilities had been considered but they were
unable to currently support this.
The Committee agreed that a recommendation should be submitted to the Board to
approve the contract.
Action: N Lloyd
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50/20 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 23 April 2020 at 9am.
SIGNED:
DATE:
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Minutes

Finance and Investment Committee
Thursday 23 April 2020
9.00 – 10.00
Video Conference Call
Members
Mrs. Sue Hunt
Mr. Dom Hardy
Mr. Brian Hendon
Mrs. Nicky Lloyd
Dr. Janet Lippett
Mr. Steve McManus
Mr. John Petitt
Mr. Graham Sims

(Non-Executive Director) (Chair)
(Chief Operating Officer)
(Non-Executive Director)
(Chief Finance Officer)
(Chief Medical Officer)
(Chief Executive)
(Non-Executive Director)
(Chair of the Trust)

In Attendance
Mr. Mike Clements
Mr. Richard Jenkins
Mrs. Caroline Lynch
Mr. Andrew Statham

(Deputy Director of Finance, Central Finance)
(Deputy Director of Finance, Contracts)
(Trust Secretary)
(Director of Strategy)

Apologies
51/20 Declarations of Interest
There were no declarations of interest.
52/20 Minutes: 19 March 2020, 7 April 2020 & Matters Arising Schedule
The minutes of the meetings held on 19 March 2020 and 7 April 2020 were approved as a
correct record and would be signed by the Chair.
The Committee received the matters arising schedule.
[Section exempt under section 43].
53/20 March Finance Update Including QIPPs and COVID-19 Returns
The Committee noted that the Trust had delivered the year end Control Total deficit of
£8.10m, in line with the reforecast at Month 9. The Chief Finance Officer advised that
discussions had been held with all commissioners from November 2019 onwards to reach
early agreement on income settlements. Controls were also put in place to ensure spend
was reviewed by Care Groups and these actions had supported the delivery of the Control
Total. A revaluation of assets had resulted in £3.56m being reflected in income and
expense. The Chief Finance Officer confirmed that valuers had made a cautious devaluation based on current market conditions.
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[Section exempt under section 43]. The Chief Finance Officer confirmed that all Covidrelated costs were being captured appropriately the return had been reviewed with the
Chief Executive and submitted to NHS England/NHS Improvement (NHSE/I). The Trust
had also received income a month in advance from the centre and further income was due
to be received in April 2020.
The Committee expressed its thanks to the finance and wider teams in achieving the
Control Total and noted that the capital spend for 2019/20 had also been achieved.
54/20 Budget and Capital 2020/21
The Chief Finance Officer introduced the report and advised that £23.5m had been
included in the capital programme for 2020/21 following approval by the Board in February
2020. Work was on-going to prioritise spend with the relevant leads as applications had
been submitted to the value of £25.7m for IM&T and estates. The Chief Finance Officer
advised that some contractual capital spend was required and work was in progress to
establish total commitments.
Action: N Lloyd
It was agreed that the Chief Finance Officer would obtain assurance that the Trust would be
reimbursed for Covid-related costs. The Chief Finance Officer would also raise this issue
with Integrated Care System (ICS) colleagues.
Action: N Lloyd
The Chief Executive highlighted that the Trust’s budget for 2020/21 remained a challenge
and included £3.09m of additional QiPP as part of the ICS gap closure. [Section exempt
under section 43].
55/20

[Section exempt under section 43].

56/20 Business Rates 2020/21
The Chief Finance Officer introduced the report setting out the business rates for 2020/21
[Section exempt under section 43]. The Committee noted other business rate liabilities for
2020/21 [Section exempt under section 43]. The Committee agreed that a recommendation
should be submitted to the Board to approve the payment of the business rates.
Action: N Lloyd
57/20 Finance & Investment Committee Review of Effectiveness and Terms of Reference
The Committee noted the annual effectiveness review and terms of reference. It was
agreed that any comments should be submitted to the Trust Secretary. Pending any
comments, a recommendation would be submitted to the Board to approve the terms of
reference.
Action: S Hunt
58/20 [Section exempt under section 43].
59/20 Work Plan
The work plan was noted.
60/20 Key Messages for the Board
Key issues to draw to the attention of the Board included:

The revised Control Total of £8.1m deficit had been achieved for 19/20, [Section
exempt under section 43].
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The budget for 20/21 remained challenging given the additional ICS QiPP
requirement and significantly reduced capital budget of £23.5m for the year
[Section exempt under section 43].

61/20 Date of Next Meeting
It was agreed that the next meeting would be held on Thursday 21 May 2020 at 9am.

SIGNED:

DATE:
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1

Summary

1.1

The purpose of this report is to provide an update on the work on the Finance & Investment
Committee over the past year, and to provide assurance to the Board that the Committee
has carried out its obligations in accordance with its terms of reference.

2

Governance

2.1

The role of the Committee is to give detailed consideration to finance, estates, investments
and IT and to recommend to the Board, for approval, any business cases and contracts that
fall beyond the delegated approval limits of the Executive team.

2.2

The Committee is a sub-committee of the Board. The Chair is responsible for escalating
matters which the Committee considers need to be drawn to the attention of the Board
when presenting the minutes of the Committee to the next meeting of the Board.

2.3

Sue Hunt has been Chair of the Finance & Investment Committee since 2014 (previously
Finance & Resources Committee).

2.4

The Committee’s terms of reference were approved by the Board in May 2019. These are
attached as appendix 1. The Committee also maintains an annual work plan.

3

Meetings and Membership

3.1

The Committee met formally on twelve occasions between April 2019 and March 2020.







3.2








15 April
20 May
17 June
22 July
23 August
20 September

25 October
18 November
16 December
23 January
20 February
19 March

The attendance record of members of the Committee is as follows
Member

Maximum Number of
Meetings

Sue Hunt (Chair)
Brian Hendon
Graham Sims
John Petitt
Chief Finance Officer
Chief Nursing Officer*
Chief Medical Officer*
Chief Executive
Chief Operating Officer
Chief Operating Officer

12
12
12
12
12
6
6
12
7
5

Number Attended

11
10
10
10
12
6
5
11
7
3

*Either Chief Medical Officer or Chief Nursing Officer required to attend.
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3.3

The Trust Secretary or their nominee has attended all meetings. Other Directors and staff
have attended meetings during the course of the year to advise and to respond to
questions from the Committee. These have included the Director of IM&T, Director of
Strategy, Head of Procurement and Logistics, Deputy Directors of Finance – Central
Finance, Deputy Director of Finance – Contracts, Business Planning and Development
manager, Associate Director of Infrastructure, Care Group Directors of Finance and
Operations, Chief Clinical Information Officer, Director of Estates & Facilities, Acting Chief
Operating Officer, Chief People Officer, Head of Transformation, Head of Programme
Delivery, Deputy Director, ICS Delivery, and a Financial Improvement Consultant.

4

Assurance

4.1

The Committee reviewed financial performance including QIPPs at each meeting.
Specifically, the Committee monitored progress of QIPPs and undertook deep dives where
these were not progressing to plan. QIPP leads also attended Committee meetings to
provide updates on progress. Deep dives were completed on the following:
 Model Hospital Programme
 Procurement Programme
 Get It Right First Time (GIRFT) Programme

4.2

During 2019/20, the Committee received regular updates on the Board Assurance
Framework and Corporate Risk Register. The Committee also received updates on the
Musculoskeletal (MSK) Programme, Royal Berks Charity, CQC Use of Resources, EU Exit
and Post Implementation Business Case Reviews.

4.3

Other items reviewed at each meeting or regular intervals included capital plan updates,
quarterly forecasts, acute and non acute contracts and contract approvals.

4.4

The Committee also received an update on the Commercial Strategy and Procurement
Strategy.

4.5

In addition to the regular assurance received from items on the work plan, the Committee
has sought and received assurance on a number of specific issues/matters detailed below.







Pathology RBFT Site Development
Estates Redevelopment
DXC
Trust Restructuring Programme
Medical Workforce, Temporary Workforce and Corporate administration/Modern
Administration Project Initiation Documents
Demand & Capacity Update

During 2019/20, the Committee reviewed the following business cases and contracts prior
to submission to the Board for approval:
Business Cases
 Endoscopy Business Case
 Anaesthetic Machines Business Case
 Replacement of Camera Stacking Systems
 Digital Hospital Business Case
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Contracts
 Mobile CT Scanner
 Renal: Home Haemodialysis Service
 Wheelchair Maintenance Contract
 Sterilisation Contract Extension
 Mobile MRI Contract Extension
 IT Infrastructure Service Management Contract
 BSPS HPV Service
 BSPS Histology Service
 Sleep and Home Ventilation Services Provision
 HFMS Ltd Loan Application: Bracknell Healthspace LINAC
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Appendix 1

Finance & Investment Committee
Terms of Reference
Constitution and Membership
The Committee will be appointed by the Board to give detailed consideration to finance estates,
investment and IT, and to recommend to the Board any business cases and contracts that fall
beyond the delegated approval limits of the Executive.
It will advise the Executive and Board on issues to achieve the best value for money and use of
resources. It will seek to ensure that agreed strategies for finance, estates and IT are developed,
implemented, monitored and reviewed.
The Committee is non executive in nature and will review and scrutinise papers and recommend to
the Board and advise as necessary.
The Committee will be chaired by a Non-Executive Director. The membership will include at least
one further Non-Executive Director, the Chief Executive, Chief Finance Officer, Chief Operating
Officer and the Chief Medical Director Officer or the Director Chief of Nursing Officer. Substitutes
are not permitted.
The quorum of the Committee will be four members and will include at least two Non-Executive
Directors.
Members are expected to attend three quarters of meetings in any one financial year.
Attendance
The Director of Estates and Facilities and Director of IM&T will be invited to attend meetings as
required.
The Trust Secretary (or their nominee) will act as secretary to the Committee.
The Committee may invite other staff and external advisors to attend for all or part of any meeting.

Frequency of Meetings
The Committee will meet at least ten times a year and such other times as may be required.
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Monitoring
The work of the Committee will be kept under review by the Board.
The Committee will conduct an annual review of its effectiveness with its terms of reference and
submit any findings and proposals for changes to the Board of Directors for consideration.

Duties
The main duties of the Committee will be:
a) To confirm a broad and long-term Financial Strategy is developed in support of the wider
integrated business plan and to review the overall financial performance of the Trust.
b) To monitor the performance of the Trust in respect of its key Financial Performance targets,
delivery of the NHS Improvement Single Oversight Framework and the overall cost
improvement programme.
c) To confirm the Trust manages its asset base efficiently and effectively and to confirm
projects of significant value, whether related to property or other assets, are properly
identified, managed and controlled and that business cases are robust.
d) To review the Trust’s Estates Strategy, its formulation, development and implementation, its
links to other related strategies and thus ensure that the Trust’s capital assets are properly
and effectively utilised.
e) To review the Trust’s IT Strategy, its formulation, development and implementation, its links
to service and financial strategies.
f)

To review the negotiation of contracts with the organisation’s commissioners and to review
and recommend the approval of any procurement contracts beyond the delegated authority
of the Executive to the Board.

g) To review and make recommendations to the Board in respect of any business cases that
fall beyond the delegated authority of the Executive.
h) To review post implementation investment appraisals and to advise the Board on the level
of benefits realised from such investments.
i)

To make recommendations to the Board and to the Chief Executive as to appropriate
actions required in respect of finance, estates and IT to ensure the Trust is operating
effectively, efficiently and economically.
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2020

To review in detail any other relevant issue referred to it by the Board for more detailed
consideration.

Reporting
The minutes of meetings will be formally recorded and submitted to the Board after each meeting.
The Committee will review these terms of reference on an annual basis and report to the Board
accordingly.
Reviewed by the Committee: 23 April 2020

Approved by the Board:
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Audit & Risk Committee
Wednesday 6 May 2020
9.30 – 10.30
Video Conference Call
Members
Mr. John Petitt
Mr. Brian Hendon
Mrs. Helen Mackenzie

(Non-Executive Director) (Chair)
(Non-Executive Director)
(Non-Executive Director)

In attendance
Advisors
Ms. Anna Blackman
Ms. Rachel Fowler
Mr. Tony Hall
Mr. Ben Sheriff
Mr. Paul Thomas

(Partner, PwC)
(Senior Manager, PwC)
(Senior Counter Fraud Manager)
(Partner, Deloitte)
(Associate Director, Deloitte)

Trust Staff
Mr. Mike Clements
Mrs. Angela Gardiner
Mrs. Nicky Lloyd
Mrs. Caroline Lynch
Mr. Steve McManus
Mr. Mike Robinson
Mr. Graham Sims

(Deputy Director of Finance, Central Finance)
(Group Financial Controller)
(Chief Finance Officer)
(Trust Secretary)
(Chief Executive)
(Associate Director of Infrastructure)
(Chair of the Trust)

63/20 Declarations of Interests
There were no declarations of interests.
64/20 Minutes: 18 March 2020
The minutes of the meetings held on 18 March 2020 were agreed as a correct record and
would be signed by the Chair.
The Committee received the matters arising schedule
Minute 49/20: Cyber Security: The Committee noted that Cyber Security would be
considered as part of the prioritisation of the capital programme.
65/20 Cyber Security Update
[Section exempt under section 43].
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66/20 Counter Fraud Progress Report and Annual Report
The Senior Counter Fraud Manager introduced the report and highlighted the Self-Review
Tool that had been successfully submitted on 30 April 2020 and all elements had been rated
as ‘green’. The Senior Counter Fraud Manager advised that this report had to be submitted
to the Committee on an annual basis.
The Committee noted the annual report. It was agreed that future reports would include a
covering report summarising the report.
Action: T Hall
67/20 Internal Audit Progress Report
The Senior Manager, PwC, introduced the report and advised that, overall, the majority of
the 2019/20 reviews had been completed. Medical staffing and major projects assurance
reviews remained outstanding. The Senior Manager, PwC, highlighted that a medium risk
had been issued in relation to the Cyber Security follow-up. This was a significant
improvement following the previous Cyber Security review.
The Committee noted that culture and behaviours had been reviewed as part of all
appropriate reviews completed during the year. The Senior Manager, PwC, advised that
there had been positive feedback from staff in relation to the Trust’s CARE values as well as
being able to raise issues when required.
68/20 Internal Audit Annual Report 2019/20
The Partner, PwC, confirmed that the Head of Internal Audit Opinion was ‘generally
satisfactory with some improvements required.’
69/20 Audit Recommendations Update
The Deputy Director of Finance, Central Finance advised that there were 10 reports with
outstanding audit actions. Of the 38 actions, 15 had been completed and 10 were overdue.
The Committee noted that there had been one request to remove an audit action related to
capacity management. In addition, there were 5 requests to amend agreed delivery dates
for audit actions as set out in the report. The Committee approved the requests.
The Committee noted that the Cyber Security capability completion date had not been
achieved and this related to a high risk report. It was agreed that this would be reviewed with
the relevant lead.
Action: M Clements
70/20 Health & Safety Update
The Chief Finance Officer advised that the Health & Safety Committee meetings were taking
place. Review and update of Health & Safety policies was due to be completed within the
next month. Actions in relation to the work related asthma RIDDOR would be implemented
by October 2020. However, due to the current situation the plaster room had been currently
relocated to West Berkshire Community Hospital.
71/20 Treasury Policy
The Committee received the Treasury Policy that had been updated in relation to analysis of
bank ratings. The Committee approved the policy.
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72/20 Bank Account Authorisations
The Committee noted that there had been no amendments to the Trust’s signatory panel for
the Trust or the Royal Berks Charity since the last meeting.
73/20 Non-NHS Debt
The Committee noted that non-NHS debt was £4.435m as at 31 March 2020.
74/20 Losses and Special Payments
The Committee noted that, since the last meeting, there had been no payments for loss of
property and nineteen cases of other loss that totalled £37,913. There had also been eight
special payments to the value of £121,135 related to various redundancy payments.
75/20 Use of Single Tenders
The Committee noted that there had been three single tenders awarded since the last
meeting of the Committee.
76/20 Schedule of Significant Contracts
The Committee noted that there had been four significant contracts awarded since the last
meeting of the Committee.
77/20 Audit Committee Work Plan
The Trust Secretary advised that the work plan would be updated to schedule updates in
relation to phase 2 of the Digital Hospital Programme. This would include an additional
meeting of the Committee to receive the recommendation from the Executive Management
Committee and Digital Hospital Committee in relation to the planned go-live in November
2020.
Action: C Lynch
78/20 Key Messages for the Board
It was agreed that key issues to draw to the attention of the Board included: Assurance in relation to removal of old PCs
 Lack of assurance in relation to an audit action completion date not being
achieved from a high risk report
 The Committee noted significant improvement in relation to the recent Cyber
Security review.
79/20 Date of Next Meeting
It was agreed that the next meeting would be held on Tuesday 18 May 2020 at 12.00.
80/20 Private Meeting with External Audit
A private meeting with Deloitte was not held.
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81/20 Private Meeting with Internal Audit
A private meeting with PwC was not held.
82/20 Private Meeting of the Committee
It was agreed that a meeting of the Committee was not required as there were no specific
issues for discussion.
Chair:

Date:
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1

Governance

1.1

The Committee met formally on five occasions during the year
1 May 2019
15 May 2019
18 September 2019
29 October 2019
5 February 2020

1.2

The attendance record of members of the Committee is as follows
Member

John Petitt
Brian Hendon
Helen Mackenzie

Maximum Number of
Meetings
5
5
5

Number Attended

5
5
5

1.3

The Chief Finance Officer has attended all meetings. The Trust Secretary or a nominated
deputy has attended all meetings. The Deputy Director of Finance and Chief Executive
were regular attendees at meetings. The Chairman attended meetings as an observer.
Other Directors and staff have attended the meeting during the course of the year to advise
and respond to questions from the Committee. These have included the Chief Nursing
Officer, the Group Financial Controller, the Chief Operating Officer, the Director of IM&T,
Head of Risk Management, the Head of Programme Delivery and the Associate Director of
Infrastructure.

1.4

The Corporate Risk Register was reviewed by the Committee at a number of meetings. The
Chief Nursing Officer provides a report that incorporates decisions from the Integrated Risk
Management Committee. The Committee has also received regular updates on the Board
Assurance Framework.

1.5

The Committee has received updates in respect of Freedom to Speak Up and Cyber
Security at a number of its meetings.

1.6

The Committee has followed a scheduled programme of work over the course of the year.
This has been developed, with our Internal Audit team, to ensure that the Committee gives
the appropriate level of consideration to all areas within its terms of reference.

2. Internal Audit
2.1

The Committee has continued to oversee the delivery of a robust internal audit programme
during 2019/20.

2.2

The Internal Audit plan has been delivered within an overall budget of £143,380. As at the
date of this report, eight audit reports have been issued in final:
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2019/2020

Business Continuity – Medium Risk
Cyber Security – High Risk
Health & Safety Follow Up – Medium Risk
IT Governance and Management Contract – High Risk
Corporate Governance and Risk Management – Medium Risk
Key Financial Systems – Medium Risk
Digital Hospital – Medium Risk

2.3

Five reviews are in progress and will be reported to the March Audit & Risk Committee:
 Information Governance
 Estates Procurement Follow-up
 Business Case
 Capacity Management
 Follow-up

2.4

The Committee receives regular progress reports on the implementation of
recommendations particularly in respect of Cyber Security and IT Governance.

2.5

The Committee received the Internal Audit Plan for 2019/20 at its meeting on 1 May 2019.

2.6

The draft Audit Plan for 2020/21 was provided to the March Audit & Risk Committee.

2.7

The Committee will consider the annual evaluation of the performance of Internal Audit at
its meeting on 18 March 2020

3

Counter Fraud

3.1

The Committee has continued to receive, at each meeting, a progress report from the Local
Counter Fraud Service. The reports have provided a comprehensive briefing to the
Committee on the actions being taken to develop a counter fraud culture within the Trust
and progress with any investigations.

3.2

The Counter Fraud annual report 2018/19 and plan for 2019/20 was submitted to the Audit
& Risk Committee in May 2019.

3.3

The Counter Fraud Effectiveness review was submitted to the Audit & Risk Committee in
February 2020.

4

External Audit

4.1

Deloitte LLP were appointed as External Auditor in 2016.

4.2

The work of the External Auditors and the Committee has been carried out within a
framework set by NHS Improvement. The focus of this framework has been on the Trust’s
Financial Statements Audit Opinion, Audit of the Quality Accounts and the Statement of
Internal Control.

4.3

Over the course of the year, Deloitte LLP delivered a range of assurance reports to the
Committee including:
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the ISA260 report outlining the findings of the 2018/19 audit of the Trust’s Group
2018/19 financial statements, and report following the audit for the Quality Accounts
Management Letter for 2018/19



regular progress updates on the delivery of the audit and technical updates to members
of the Audit Committee



the ISA260 report outlining the findings of the 2018/19 audit of the Royal Berkshire NHS
Foundation Trust Charity



the ISA260 report outlining the findings of the 2018/19 audit of Healthcare Facilities
Management Services Limited

4.4

Deloitte LLP have provided the External Audit work plan, technical updates and have
contributed to the 2018/19 Annual Report and Financial Statements reporting process.

4.5

The Committee has monitored any non-audit services provided by Deloitte.

4.6

Private meetings with External Audit are scheduled on each agenda.

5

Monitoring of Processes

5.1

The Committee has, at each meeting, kept under review






Losses and special payments
The use of single tenders
Significant contracts entered into by the Trust
Levels of non-NHS debt
New bank account authorisations

5.2

The Committee has reviewed a number of Trust policy and procedural documents,
including
 review of the Trust Standing Orders, Standing Financial Instructions and Treasury
Policy

5.3

The Committee has continued to receive technical updates as part of its continuing
development. Updates received during the year have included:









March 2020

Declarations of Interest Update
Pathology RBFT Site Development
Health & Safety Update
EU Exit Update
Trust Seal Update
Risk Appetite Statement
HFMS Tax Update
Freedom to Speak Up Update
IRFS 16 Adoption
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5.4

The Committee has noted the process followed to prepare the Board Declaration in respect
of the 2018/19 Quality Accounts and to underpin the internally assessed degree of
compliance with the standards. The Committee noted the role of the Board Committees,
Internal and External Audit and the Executive in providing assurance in respect of the
process followed and the assessed degree of compliance.

6

Other Items

6.1

The Committee has agreed the 2018/19 financial statements.

6.2

The Committee agreed the Annual Report and Accounts for 2018/19 for submission to the
Board.

6.3

The Committee agreed the Charity Annual Report and Accounts for 2018/19 for submission
to the Charity Committee and the Board.

6.4

The Committee agreed the HFMS Ltd Annual Report and Financial Statements for 2018/19
for submission to the Board.
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Audit and Risk Committee
Terms of Reference

Constitution and Membership
The Committee will be appointed by the Board to oversee risk and audit issues within the
Trust.
The Committee is authorised by the Board of Directors to investigate any activity necessary
to gain assurance. It is authorised to seek any information it requires from any employee and
all employees are directed to co-operate with any request made by the Committee.
The Committee is authorised by the Board of Directors to obtain outside independent
professional advice and to secure the attendance of individuals with relevant experience and
expertise if it considers this necessary whilst still complying with the Trust budget
management process.
The Committee is non-executive in nature and will review and scrutinise papers and
recommend to the Board and advise as necessary.
The Committee shall be appointed by the Board from amongst the Non-Executive directors
of the Trust and shall consist of not less than three members. A quorum shall be two
members. One of the members will be appointed Chair of the Committee by the Board of
Directors. The Chair of the Trust shall not be a member of the Committee. Substitutes are
not permitted.
Members are expected to attend three quarters of meetings in any one financial year.
Attendance
The Chief Executive, Chief Finance Officer and representatives from Internal and External
Audit shall normally attend meetings. At least once a year the Committee should meet
privately with the External Auditors and the Internal Auditors.
Other directors and staff will be invited to attend as appropriate depending on the topics
being discussed.
The Chief Executive should be invited to attend, at least annually, to discuss with the
Committee the process for assurance that supports the Annual Governance Statement.
The Trust Secretary (or their nominee) will act as secretary to the Committee.

Frequency of meetings
The Committee will meet at least four times a year and one meeting must coincide with the
financial year end timetable. The External Auditor or Head of Internal Audit may request a
meeting if they consider that one is necessary.
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Monitoring
The Committee will conduct an annual review of its effectiveness with its terms of reference
and submit any findings and proposals for changes to the Board of Directors for
consideration. The Committee shall also once a year prepare an annual report. Both
reports shall be presented to the Board.
The Committee will review its terms of reference annually and submit them for approval to
the Board together with any recommendations for change.
Risk Management Duties
The Committee will co-ordinate and prioritise non-clinical governance and non clinical risk
issues. The Committee will ensure development and implementation of the Risk
Management Strategy and Policy and risk management systems to:




Ensure that the risk management system meets the Trust’s statutory obligations and
other relevant standards
Ensure risk management systems and policies are effective and are appropriately
implemented
Ensure the Trust Board, staff and other appropriate stakeholders are advised of
significant risks.

In fulfilling these functions the Committee will:
1. Provide assurance to the Board in respect of arrangements to ensure data quality in the
Trust, including oversight of the data quality policy. To approve, monitor progress and
review projects to develop data quality within the Trust.
2. Review the Corporate Risk Register and Board Assurance Framework at every meeting.
Thereby reviewing the risk analysis of the Annual Plan through the corporate risk
register. Advise on proposed treatment and prioritising, for review and agreement by the
Board.
3. Review and respond to information from the Executive Integrated Risk Management
Committee on risk concerns and issues escalated from its work, including regular
reviews of departmental risk registers. The Risk Manager will provide a report on the
work of the Integrated Risk Management Committee to every meeting of the Committee.
4. Recommend the approval of Trust Health and Safety and Risk Management policies to
the Board and receive updates at each meeting on the work of the Health & Safety
Committee.
Audit Duties
The Committee shall review the effectiveness of financial systems for internal control and
reporting and report to the Board of Directors on the levels of assurance.
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The Committee will satisfy itself that reporting to the Board of Directors is consistent and
subject to audit review, especially as to completeness and accuracy which may include
reviewing the performance of the other Board Committees and satisfying itself that the
outcomes are adequate.
The Committee will review for the Trust and its subsidiaries:


















The Annual Report and Financial Statements of the Trust
Quality Account
Associated audit reports to the Annual Financial Statements
The Annual Financial Statements of the Trust Charitable Funds
All associated audit reports to the Trust Charitable Funds Annual Financial
Statements
The annual statement of internal control
External Audit Plan
Internal Audit Plan
Corporate Risk Register and Board Assurance Framework (at every meeting)
Receive updates from the Quality Committee on their review of the clinical risks in
the Corporate Risk Register
Risk and control related disclosure statements (in particular the Statement on Internal
Control and declarations of compliance with the CQC Standards), together with any
accompanying Head of Internal Audit statement, external audit opinion or other
appropriate independent assurances, prior to endorsement by the Board of Directors
the underlying assurance processes that indicate the degree of the achievement of
corporate objectives, the effectiveness of the management of principal risks and the
appropriateness of the above disclosure statements
the policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements
the work of local Counter Fraud
all work related to fraud and corruption
Whistleblowing Freedom to Speak Up reports

Additional Issues
In carrying out its work the Committee will consider the work of Internal Audit, External Audit
and other assurance functions, but will not be limited to these audit functions. It will also
seek reports and assurances from directors and managers as appropriate, concentrating on
the overarching systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness.
Relationship with Internal Audit
The Committee shall ensure that management establishes an effective internal audit function
that meets mandatory NHS Internal Audit Standards and provides appropriate independent
assurance to the Board of Directors. This will be achieved by:





an annual review of the effectiveness of internal audit
review of any resignation and dismissal of internal audit
approval of the appointment of the Internal Auditor and if internal audit is outsourced
to participate in the process for and approval of the selection of internal auditors
review of the Internal Audit strategy, operational plan and more detailed programme
of work, ensuring that this is consistent with the audit needs of the organization
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consideration of the reports of internal audit work (including management’s
responses), and promoting co-ordination between the Internal and External Auditors.
satisfying itself that the Internal Audit function has appropriate standing within the
organisation.
reporting to the Board of Directors any issues on the adequacy of Internal Audit
resources

The Internal Auditor shall have direct access to the Chairman of the Committee and of the
Board.
Management of Internal Audit is the responsibility of the Chief Finance Officer.
Relationship with External Audit
The Committee shall review the work and findings of the External Auditor.
This will include:









Participating in the process for and the approval of the selection of the External
Auditor.
Submitting the recommendation to the Council of Governors for the appointment of
the External Auditors.
Consideration of the skills, experience and independence of the External Auditor
Consideration of the performance of the External Auditor,
Satisfying itself that management has discussed and agreed with the External
Auditor, before the audit commences, the nature and scope of the audit as set out in
the Annual Plan,
Discussion with the External Auditors of their evaluation of audit risks and
assessment of the Trust
The review of all External Audit reports, including the annual audit letter before
submission to the Board of Directors and any audit work carried outside the annual
audit plan.
The Committee shall review and approve the scope of non-audit services provided by
external auditors to ensure there is no impairment of independence

Non audit services will not exceed 40% of the Audit Fee unless specifically authorised by the
Committee
Management of External Audit is the responsibility of the Chief Finance Officer.
The Committee will recommend the audit fee to the Board of Directors.
Relationship with Counter Fraud Service
The Committee shall satisfy itself that management establishes an effective counter fraud
function that provides appropriate independent assurance to the Board of Directors.
This will be achieved by:


Reviewing the systems, plans and actions taken to develop an anti-fraud culture
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Reviewing the detailed operational plan
Consideration of reports produced by the counter fraud service
Ensuring that the counter fraud function has appropriate standing within the
organisation.
Conducting the annual review of the effectiveness of the counter fraud function.

Management of the Counter Fraud Service is the responsibility of the Chief Finance Officer.
Other Sources of Assurance
The Audit Committee shall satisfy itself that the findings of other assurance reports and
studies relating to the Trust, is drawn to its attention by the Board or management, are
reviewed and the implications to the governance of the organisation considered. These
reports may be instigated by, for example Department of Health bodies,
Regulators/Inspectors (e.g. Monitor NHS Improvement/ NHS England, Care Quality
Commission, NHS Litigation Authority, etc.), and professional bodies with responsibility for
the performance of staff or functions (e.g. Royal Colleges, accreditation bodies, etc.).
The Committee may request and review reports and assurances from directors and
managers on the overall arrangements for governance, risk management and internal
control.
Annual Financial Reporting
The Audit Committee shall review the Annual Report and Financial Statements before
submission to the Board of Directors focusing particularly on:






The wording in the Statement on Internal Control and other disclosures
Any changes in, and compliance with, accounting policies and practices
Any unadjusted mis-statements in the financial statements
Major judgemental areas
Any significant adjustments resulting from the audit.

Reporting
The minutes of meetings will be formally recorded and submitted to the Board after each
meeting.
The Committee will review these terms of reference on an annual basis and report to the
Board accordingly.
Reviewed by the Committee: 18 March 2020
Approved by the Board:
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Minutes

Quality Committee
Tuesday 21 April 2020
13.30 – 14.15
Video Conference Call
Members
Mrs. Helen Mackenzie
Ms. Caroline Ainslie
Mr. Julian Dixon
Mr. Dom Hardy
Dr. Janet Lippett
Mr. John Petitt

(Non-Executive Director) (Chair)
(Chief Nursing Officer)
(Non-Executive Director)
(Chief Operating Officer)
(Chief Medical Officer)
(Non-Executive Director)

In Attendance
Mrs. Caroline Lynch

(Trust Secretary)

Apologies
Dr. Bal Bahia
Mr. Steve McManus

(Non Executive Director)
(Chief Executive)

12/20 Declarations of Interest
There were no declarations of interest.
13/20 Minutes: 18 February 2020 and Matters Arising Schedule
The minutes of the meeting held on 18 February 2020 were approved as a correct record
and would be signed by the Chair.
The Committee noted the matters arising schedule.
14/20 COVID-19 Update
The Chief Operating Officer gave an overview of the current status in the Trust and advised
that operationally areas had been used to ensure that Covid negative patients were located
separately from Covid positive patients. Emergency Department (ED) performance was
broadly 90% on a daily basis. The situation presented an on-going challenge for staff.
However, staff were being rotated between ‘hot’ and ‘cold’ areas, provided with rest breaks
and appropriate personal protective equipment.
The Chief Nursing Officer advised that the Trust had paused reporting on a number of key
metrics, for example, Friends & Family test and mixed sex accommodation breaches. In
addition, a number of routine audits had been stopped. However, incident reporting
continued. The Chief Nursing Officer advised that, unfortunately, a Never Event in relation
to the insertion of a nasogastric tube had recently been reported.
The Chief Medical Officer confirmed that there had been an overall reduction in the number
of patients presenting to the Trust. Weekly virtual meetings were being held with GPs and
the need to reassure patients that they could still safely present to the ED department had
been discussed. The Chief Nursing Officer advised that, in relation to Black, Asian and
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Minority Ethnic (BAME) communities, the Trust had already developed good relationships
and the Trust would also need to re-engage with these groups locally in order to reassure
them that help was available if required.
The Chief Operating Officer advised that some urgent cancer surgery had been maintained
with the support of the Independent Sector. However, the number of referrals received had
significantly reduced. Patients were being triaged with the use of virtual applications. As
part of the recovery plan, the Trust would consider the use of the Independent Sector. The
Chief Medical Officer confirmed that the Thames Valley Cancer Alliance was supporting
cancer work regionally.
The Chair queried how the Trust was learning from other trusts in relation to Covid. The
Chief Medical Officer advised that a significant amount of information was being shared
across trusts. In addition, at the beginning of the Covid crisis, webinars had been held with
representatives from Italy and China. Specialty specific guidelines had been developed
and made available on the Trust’s intranet as well as being disseminated to all areas.
Clinical trials had begun and the Trust was contributing to these. The Chief Nursing
Officer advised that the Trust had introduced a family liaison service and good practice was
being shared across the system. This included the nursing of patients in a prone position.
The Chief Nursing Officer advised that a Root Cause Analysis was being undertaken in
relation to the recent death of a member of staff. A further update would be provided to the
Board in due course.
Action: C Ainslie
15/20 Clinical Supplies Innovation Group
The Chief Medical Officer advised that the Group had been set up to review offers of
clinical supplies. The Group met on a daily basis and included representatives from
infection control, risk management, clinical engineering and clinical staff. Successful clinical
supplies put into use included a fit testing solution made by the University of Reading,
visors and amendments to CPAP machines. The amendment to CPAP machines was
being considered by the Medicines & Healthcare products Regulatory Agency (MHRA) for
further development.
16/20 Ethical Decision Making for Adults during COVID-19 Pandemic
The Chief Medical Officer advised that local guidance had been developed and had been
reviewed by the legal team. However, this had not been required to date. The Chief
Medical Officer advised that any decision to ventilate and refer a patient to the Intensive
Care Unit (ICU) would be made by a senior member of the medical staff and their decisions
would be reviewed by a Consultant. In addition, any decision to add a DNACPR to a
patient’s record would be overseen by a Consultant.
Regional guidance had been recently issued and local guidance would be updated and
circulated once available.
Action: J Lippett
17/20 Risk Register
The Chief Nursing Officer advised that a Covid risk register was being developed as part of
the work to implement the Trust’s recovery plan. This would identify risks from the impact
of the pandemic including operational, financial, quality, compliance and governance risks.
This would be shared with the Committee in due course.
Action: C Ainslie
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18/20 Quality Committee Effectiveness Review and Terms of Reference
The Committee received the annual effectiveness review. It was agreed that the report and
terms of reference would be updated in line with comments received from Committee
members and re-circulated to the Committee ahead of submission to the Board for
approval.
Action: C Lynch
19/20 Work Plan Review
The work plan was noted.
20/20 Key Messages for the Board
It was agreed that key issues to draw to the attention of the Board included:
 The Committee was assured that systems and processes were in place to
manage both Covid-19 positive patients as well as non Covid-19 patients
 The Committee was assured that the Clinical Supplies Innovation Group were
appropriately considering new innovations.
21/20 Date of Next Meeting
It was agreed that the next meeting would be held in May 2020 at a date to be confirmed.
Action: C Lynch

SIGNED:

DATE:
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1

Summary

1.1

The purpose of this report is to give an update on the work on the Quality Committee over
the past year, and to provide assurance to the Board that the Committee has carried out its
obligations in accordance with its terms of reference.

2

Governance

2.1

The role of the Committee is to give detailed consideration to all components of the quality
of care provided by the Trust including clinical effectiveness, patient safety and patient
experience.

2.2

The Committee receives an exception report from Quality Assurance and Learning
Committee at each meeting that sets out the key issues, risks and themes identified by that
Committee.

2.3

The Quality Committee is a sub-committee of the Board. The Chair is responsible for
escalating matters that the Committee considers need to be drawn to the attention of the
Board when presenting the minutes of the Committee to the next meeting of the Board.

2.4

Helen Mackenzie was appointed Chair of the Quality Committee in January 2019. Prior to
this Alison Hill had been the Chair of the Quality Committee between 2015 - 2018.

2.5

The Committee’s terms of reference were approved by the Board in May 2019. These are
attached as appendix 1. The Committee also maintains an annual work plan.

3

Meetings and Membership

3.1

The Committee met formally on six occasions between April 2019 and March 2020.







3.2

09 April 2019
10 May 2019
9 July 2019
8 October 2019
3 December 2019
18 February 2020

The attendance record of members of the Committee is as follows
Member

Maximum Number of Meetings

Helen Mackenzie
Julian Dixon
John Petitt
Chief Nursing Officer
Chief Medical Officer
Chief Executive
Chief Operating Officer

6
6
6
6
6
6
6

Number Attended
6
6
4
5
4
5
3

2
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3.3

The Trust Secretary or their nominee has attended six meetings. Other Non-Executive
Directors and the Chair have attended meetings to observe. Other Directors and staff have
attended meetings during the course of the year to advise and to respond to questions from
the Committee. These have included the Head of Governance and Improvement, Associate
Director of Safeguarding and Mental Health, Associate Director of Safety & Compliance,
Care Group Directors and Care Group Directors of Operations, the Head of Transformation,
the Associate Medical Director and Independent Specialists for clinical information systems.

4

Assurance

4.1

The Corporate Risk Register was scrutinised by the Committee at regular intervals for the
purpose of reviewing clinical risks in detail. The Chief Nursing Officer provides a report
which incorporates decisions from the Integrated Risk Management Committee.

4.2

Other items reviewed at each meeting or regular intervals include; Quality Account
dashboard, CQC update, Board Assurance Framework, Get IT Right First Time (GIRFT)
update, quarterly updates on Serious Incident themes and Patient Relations.

4.3

The following annual reports were received during the year:









4.4

The following Strategy reports were received during the year:




4.5

Picker Survey Results
Safeguarding and Mental Health Annual Report
Infection Control Annual Plan
Annual Clinical Governance Review
Patient Relations Annual Report
Patient Safety Alerts Annual Report
Patient Experience Annual Report
Quality Account dashboard

Quality Strategy Update
NHS Patient Safety Strategy
Transformation Strategy

In addition to the regular assurance received from items on the work plan, the Committee
has sought and received assurance on the following specific issues:








C.Diff Detailed Review
Mortality Detailed Review
Private Sector Referrals from NHS
Radiotherapy Staffing Update
Ombudsman Complaint
Copeland’s Risk Adjusted Barometer (CRAB)
Travel and Transport Plan

3
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Appendix 1
Quality Committee
Terms of Reference

Constitution and Membership
The Committee will be appointed by the Board to give detailed consideration to all
components of the quality of care provided by the Trust including clinical effectiveness,
patient safety and patient experience.
The Committee is primarily concerned with the delivery of safe, high quality patient care.
This will be achieved through its engagement with the Quality Assurance & Learning
Committee and other sub-committees to obtain and provide assurance to the Board that:(a) appropriate structures, processes and controls are in place to assure quality in clinical
care and the patient experience
(b) the key risks to safety and quality of clinical services are recognised and are being
addressed to ensure their resolution in a timely manner.
The Committee is non executive in nature and will review and scrutinise papers and
recommend to the Board as necessary.
The Committee will be chaired by a Non Executive Director. The membership will include
at least one further Non Executive Director, the Chief Executive, Chief Medical Officer
Director, Director of Chief Nursing Officer and the Chief Operating Officer.

Members will be expected to attend four out of five six meetings. Substitutes are not
permitted.
The quorum of the Committee will be four members, including at least two Non Executive
Directors and two Executive Directors.
Attendance
The Chief Medical Officer Director and Director of Chief Nursing Officer are expected to
attend all meetings. The Chief Executive will attend meetings as required.
Other staff may be asked to attend, including the Care Group Directors, Care Group
Directors of Nursing, Head of Pharmacy and Head of Patient Safety, Head of Risk
Management, Head of Patient Experience, Head of Research and Development and
Deputy Director of Nursing & Governance for specific items only.
The Trust Secretary (or their nominee) will act as secretary to the Committee.

4
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Frequency of Meetings
The Committee will meet at least six times a year and such other times as may be
required.
Monitoring
The work of the Committee will be kept under review by the Board.
The Committee will conduct an annual review of its effectiveness with its terms of
reference and submit any findings and proposals for changes to the Board of Directors for
consideration.

Duties
The Committee will:(a)

monitor the Quality Account including related actions and their impact

(b)

receive regular reports from the Quality Assurance & Learning Committee on the
actions being taken to ensure effective clinical governance in the Trust

(c)

examine issues of concern escalated by the Quality Assurance & Learning
Committee or its sub-committees or referred by the Board in respect of clinical
governance matters in the Trust, consider action plans to deal with them and monitor
their effectiveness

(d)

develop an annual work programme setting out key areas for attention in the coming
year including, as a minimum:




regular updates on the implementation and effectiveness of clinical
outcomes, quality improvement, patient safety and patient experience
regular updates on progress against the Quality Account objectives
the implementation of actions plans following relevant regulatory inspections
gaps in assurance as identified on the Board Assurance Framework.

(e)

review KPIs and other metrics through the quality account dashboard, including those
in respect of learning from serious incidents and never events, to provide assurance
to the Committee and the Board in respect of the effectiveness of the clinical
governance in the Trust

(f)

identify areas of significant risk to clinical safety, patient outcomes and patient
experience, set priorities and place actions using the Board Assurance Framework

5
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(g)

review clinical risks included in the Corporate Risk Register in terms of the
effectiveness and timeliness of mitigating actions taken and to report to the Board
and to the Audit & Risk Committee

(h)

receive periodic assurance reports on the outcome of the Quality Impact Assessment
(QIA) of the QIPP programme process, highlighting those schemes which present
risks to quality and safety

(i)

ensure that actions for improvement identified in incident reports, reports from HM
Coroner and other similar documents are addressed

(j)

identify areas for improvement in respect of learning from incidents and complaints,
from the results of national and local patient surveys/PALS and ensure appropriate
action is taken

(k)

oversee the system within the Trust for obtaining and maintaining any licences
relevant to clinical activity in the trust (e.g. Human Tissue Authority)

(l)

monitor the Trust’s compliances with the national standards of quality and safety of
the Care Quality Committee, and NHS Improvement’s licence conditions relevant to
patient safety and quality

(m) Review clinical audit plans and related improvement including recommendations from
external bodies being incorporated by the Trust (e.g. National Confidential Enquiry
into Patient Outcomes and Death or Care Quality Commission)
(n)

Review the implications of confidential enquiry reports for the Trust and to endorse,
approve and monitor the internal action plans arising from them.

Reporting
The minutes of meetings will be formally recorded and submitted to the Board after each
meeting.
The Committee will review these terms of reference on an annual basis and report to the
Board accordingly.

Reviewed by the Committee:

21 April 2020

Approved by the Board:

6
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Minutes

Charity Committee
Monday 30 March 2020
11.00 – 11.20
Boardroom, Level 4, Royal Berkshire Hospital
Present
Mr. Graham Sims
Mr. Jonathan Barker
Mrs. Nicky Lloyd
Mr. Steve McManus
Mrs. Victoria Parker

(Chair of the Trust) (Chair)
(Public Governor, Reading) (via conference call)
(Chief Finance Officer) (via conference call)
(Chief Executive)
(Director of Communications and Engagement)

In attendance
Mrs. Angela Gardiner
Mrs. Caroline Lynch
Ms. Jo Warrior

(Group Financial Controller) (via conference call)
(Trust Secretary)
(Interim Head of Charity)

Apologies
07/20 Declarations of Interests
There were no declarations of interests.
08/20 Minutes for Approval: 21 February 2020 and Matters Arising Schedule
The minutes of the meeting held on 21 February 2020 were approved as a correct record and
signed by the Chair.
The Committee received the matters arising schedule. Actions were either completed or
included on the agenda.
09/20 Interim Head of Charity Report
The Chair advised that, during the current COVID-19 situation, it was proposed that the
meeting scheduled for May 2020 should be cancelled. It was therefore proposed that the
Charity strategy should be submitted to the meeting in October 2020.
The interim Head of Charity introduced the report and advised that the Charity had received a
significant amount of support from the community. An appeal had been launched to support
staff welfare.
The Committee noted that the information governance team had undertaken an audit of the
Charity team and had recommended that the team should be moved to a more private location
due to the confidential nature of the information they worked with on a daily basis. It was
noted that the interim Head of Charity would discuss this further with the Chief Finance Officer.
Action: J Warrior
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The Committee recommended that a staff message would be issued to ensure funds raised
for the Trust were received via the appropriate channels.
Action: V Parker
10/20 Management Accounts
The Committee received the management accounts for the period ended 29 February 2020.
11/20 Work Plan
The work plan would be updated as discussed earlier in the meeting.

Action: C Lynch

12/20 Date of Next Meeting
It was agreed that the next meeting would be held on Monday 17 August 2020 at 10.00.

SIGNED:

DATE:

Minutes of the Charity Committee – 30 March 2020
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Board Work Plan 2020
Focus

Other / Governance

Item

Every

Board Assurance Framework

CL

Bi-Annually

Corporate Risk Register

CAi

Bi-Annually

Well Led Framework Action Plan Update

SM

Bi-Annually

Integrated Performance Report

Exec

Every

IPR Metrics Review

Annually

Annual Report and Accounts and Quality Account

DH
CAn/ Cai/
CL

NHSI Annual Self-Certification

NL/CL

Annually

N&R Committee Update

CL

Quarterly

Standing Orders Review

CL

Annually

DF

Health & Safety Annual Report

NL

Annually

Review of the meeting

GS

Every

Board Work Plan

CL

Every

Quality Strategy

CAi

Annually

COVID-19 Update

DH/ JL/Cai

Every

COVID-19 Recovery Plan

Exec

Every

Skill Mix Review

CAi

Annually

Winter Plan

DH

Annually

JL

Bi-Annually

Mar-20

May-20

Jul-20

Sep-20

Nov-20

Annually

NL

Every

Staff Story

Exec

Every

EPPR

DH

Annually

Patient Story

CAi/JL

Every

CNST Incentive Scheme

CAI

Annually

Balanced Strategy Scorecard

AS

Bi-Annually

Staff Survey Results

DF

Annually

Annual Revalidation Report

JL

Annually

Quarterly Forecast

NL

Quarterly

2019/20 Contracts

NL

Annually

2020/21 Budget

NL

Annually

NL

Annually

NL

By exception

Pathology Update

NL

Once

Operating Plan/ Business Plan 2020/21

AS

Annually

Travel and Transport Update

NL

Once

Standing Financial Instructions Review

NL

Annually

AS
AS

Every
Once

ICP Update
Drive the
Development of
Townlands Update
Integrated Services

Jan-20

Annually

Fit & Proper Update

Achieve Long-Term 2020/21 Capital Plan
Financial
Masterplanning
Sustainability

Freq

SM

Provide the Highest Seven Day Services Self-Assessment
Quality Care
Health & Safety Story

Invest in our Staff
and live out our
Values

Lead

Chief Executive Report
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